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EDITORIAL 


In this issue we are breaking our editorial rule of presenting only the ab- 
stracts of articles sent to us, by reprinting in full a most significant article 


by Eric Stengel concerning the problems of establishing an international class- 


ification of mental disorders. We hope that our international audience will ex- 


press criticisms and comments upon the approach taken by Stengel; for surely this 
problem lies at the heart of any comparative cultural approach to mental illness. 


By now our readers may have read and digested the Special Schizophrenia Issue 


of our REVISW sND NEWSLETTER. As it is a pioneering effort in conducting cross- 


cultural research and in reporting case histories of schizophrenics from 


diverse cultures, we are greatly in need of some impressions from our correspond- 
ents as to its organization, approach and effectiveness. 


Moreover, and above all, the flow of news and views and unpublished data and 


manuscripts that can truly reflect currents of interest and activity on the 
world scene, remains our central concern. We urge our correspondents to write 
to us on an informal basis, to share their views with their colleagues and not 
wait for the ultimate maturing of their ideas in the form of published articles 
(although we indeed welcome such reprints). 


We again remind our readers of the Third World Congress of Psychiatry to be 


held in Montreal, Canada, June 4-10, 1961. Further details concerning the 
Congress will be found on page 75 of this issue. 


Finally, we wish to express our appreciation and gratitude for the continuing 


support of the Society for the Investigation of Human Ecology (Forest Hills, N.Y.) 
and the Research Institute for the Study of Man (New York, N.Y.) and for the 


contributions from our subscribers towards the defrayal of expenses. 
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I GENERAL, THEORETICAL ISSUES 


The problems of classification of mental disorders internationally are reviewed 
by E. STENGEL, who feels that a common nomenclature and explicit agreement on 
diagnostic concepts are not necessarily prerequisites of an effective nosology. 
E. E. KRAPF states the advantages and limitations of an international approach 
to mental health problems. Tsung-yi LIN urges students of mental health to con- 
cern themselves with the objective assessment of the impact of social change on 
psychological well-being. A summary of his work in the epidemiology of mental 
health as it relates to culture and personality and to the development of 
schizophrenia is provided by M. K. OPLER. H. KELMAN compares Western psycho- 
therapeutic processes with Zen Buddhism and suggests that trends are appearing 
which will permit the application of Eastern philosophic-religious concepts in 
western psychiatric theory and practice. M. PFLANZ' review of socio-cultural 
factors and mental disturbances contains a number of references seldom mentioned 
in North American literature. 


A COMPARATIVE STUDY OF PSYCHIATRIC CLASSIFICATIONS, by Eric Stengel, Sheffield, 
England. Proc. of Royal Society of Medicine*®, Vol. 53, No. 2, February 1960, 
pp. 123-130. Section of Psychiatry (Pres.: R. Strtm-Olsen, M.D.), Meeting of 
November 10, 1959. 


The lack of an agreed classification of mental disorders has proved a serious 
obstacle to progress in psychiatry. It has made it impossible to draw valid 
comparisons.between results of treatment carried out in different places, and 
is impeding epidemiological research. Dissatisfaction about the chaotic state 
of psychiatric classification has become quite general recently and has been 
voiced by all schools of thought. The World Health Organization took the ini- 
tiative and, as a first step, appointed a temporary consultant with the task of 
carrying out a comparative study of classifications used in psychiatry today. 
His report was to form the basis of an attempt at establishing an agreed inter- 
national classification of mental disorders. This had been tried before but had 
failed. It was part of the consultant's task to examine the reasons for that 
failure. The speaker was invited to undertake this study. No attempt was made 
to carry out a complete survey. The aim was to investigate present trends in 


psychiatric classification used for clinical, statistical and research purposes. 


* Printed with permission of the Honorary Editors of the Proceedings. 
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In some countries no registration of psychiatric morbidity had, at the time of 
the enquiry, been carried out, while in others it was done very thoroughly. In 
several countries special committees concerned with classification and aiming at 
establishing uniformity within their national boundaries were at work. Fifty- 
eight classifications were collected. They were divided into two groups: (1) 
Those which had been used or recommended for use by public health authorities 
or learned societies, i.e. the official, semi-official or national classifi- 
cations; (2) those used only regionally or locally. 

The International Statistical Classification of Diseases, Injuries and 
Causes of Death (1.C.D.) issued by WHO was recommended for use by all member 
states. However, the part relevant to psychiatry, Section V, failed to find 
general acceptance and was adopted only in Finland, New Zealand, Peru, Thailand 
and in this country (England). It differs from all other classifications by not 
presenting all mental disorders together. Some are listed in the context of 
other sections. For instance, puerperal psychosis is listed among the complica- 
tions of the puerperium, general paralysis under syphilis, etc. 

The American Psychiatric Association developed a classification of their 
own, the so-called A.P.A. Standard Classification (1952). Part of the nomen- 
clature used in this classification was new. However, it cannot have had an 
easy passage either, because it has so far failed to be adopted by the state 
of New York which, from the point of view of psychiatric statistics, is the most 
important state of the Union. Unlike Section V of the I.C.D., the Standard 
Classification covers all psychiatric conditions. The users of this classifi- 
cation are greatly assisted by the "Diagnostic and Statistical Manual" issued 
by the American Psychiatric Association. This Manual contains a glossary of 
psychiatric terms. Thus the A.P.A. classification is better documented than 


any other. Its adoption by some other countries of the Western Hemisphere has 


been under consideration for some time. The American Standard Classification 


a 


uses aetiology as the guiding criterion. Psychogenic aetiological factors are 


accorded equal status with organic causes. The first section includes all psy- 
chiatric disorders in which an impairment of brain function can be assumed, how- 
ever transient and of whatever origin. Although the involvement of the brain may 
be trivial and quite accidental to the main physical illness, it qualifies for 
inclusion into this section of “brain syndromes" which comprises all organic 
psychiatric conditions ranging from a state of slight alcohol intoxication to 
Alzheimer's disease and amaurotic idiocy. The logical advantages of this ar- 
rangement are obvious, though it resulted in the breaking up of traditional 
clinical groups of mental disorders. There was little left of mental deficiency 
outside the section of brain disorders, and of the psychoses only the schizo- 
phrenic and manic-depressive reaction types remained as a separate group. The 
section concerning psychotic disorders on the whole follows the conventional 
pattern, The term involutional depression was replaced by "involutional psychotic 
reaction." There is a so-called psychotic depressive reaction which is not referred 
to in the I.C.D. The section entitled "psycho-physiological autonomic and vis- 
ceral disorders" contains many neurotic states with physical symptoms. The term 
hysteria was abandoned. The most controversial section is that concerning per- 
sonality disorders which are divided into four subsections--personality pattern 
disturbance (e.g. schizoid personality); personality trait disturbance such as 
compulsive or aggressive personality; sociopathic personality disturbance in- 
cluding the antisocial, the perverts and the addicts; and, fourthly, a mis- 
cellaneous group containing special disabilities such as speech disturbance, etc. 
The glossary is helpful but sometimes ambiguous. It does not, for instance, 
give clear guidance about the classification of paranoid psychoses. 
The Canadian Classification is a shortened version of the I1.C.D. The number 


of categories of the psychiatric section of the I.C.D. has been reduced by four. 


The French Standard Classification follows on the whole the classification of 
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Kraepelin, with an even stronger emphasis on clinical symptomatology. In 
Germany a variety of classifications are in use. The older ones have no in- 
dependent section for the neuroses which are included in the two categories of 
psychopathic personalities and abnormal reactions. However, in the more recent 
Classifications the neuroses again figure as independent categories. In mat- 
ters psychiatric, Japan has remained under German influence. The classifica- 
tions in use in the Scandinavian countries are of particular interest as 
Scandinavian psychiatrists have given the problem of classification and diag- 
noses a great deal of thought. Their orientation is frankly symptomatological. 
A special feature is the emphasis on psychogenic psychoses and behaviour dis- 
orders. In Switzerland and Portugal a shortened version of the French Standard 
Classification is used. Classifications in the Soviet Union are based on class- 
ical European nosology to which Paviovian concepts are applied. It is note- 
worthy that anxiety neurosis does not figure among their clinical categories. 
In the concept of psychogenesis of the Russian authors, “traumatism" rather 
than conflict is assumed to be the pathogenic factor. Hereditary factors are 
accorded relatively little importance. The basic approach is neurological and 
neurophysiological. 

Among the seventeen sections of the 1.C.D., Section V is the only one which 
has been almost generally rejected. The speaker made it his task to investigate 
why it met with such a poor reception. He also tried to find out how it had 
been working where it had been in use. A great variety of critical comments 
were received from organizations and individual psychiatrists. One of the 
most common complaints was lack of comprehensiveness. Psychiatrists resented 
having to go outside Section V to classify common psychiatric conditions. 
Scandinavian colleagues criticized the absence of the category of psychogenic 


psychoses and of other concepts they regarded as important. Others found it 


unwieldy and too complicated. Henry Ey called it incoherent and inconsistent 
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with regard to basic principles. In his view, most classifications in current use 


were mere enumerations and nomenclatures-. It must be admitted that Section V of 
the I.C.0. has many irritating features. It is headed "Mental, Psychoneurotic and 
Personality Disorders." "Mental" in this context means psychotic, surely a 
blatant terminological anachronism. Some categories are too inclusive and lack 
subclassifications. The subclasses of the categories of personality disorders 
have been criticized for not being mutually exclusive. Child psychiatrists have 
felt that Section V of the I.C.D. served their requirements very inadequately. 

Section V of .the I.C.D. has been used in this country since 1948. This pro- 
vided an opportunity for obtaining the views of some of those who worked with this 
system and also for examining its potential usefulness for the research worker. 
The data obtained with the help of this classification show many bewildering dis- 
crepancies. For instance, in 1949 the diagnosis of paranoid psychosis was made 
in the Manchester Region only 14 times among 3,212 admissions, while in other 
regions with approximately the same number of admissions, it was made 74, 82, 100 
and 125 times respectively. There were similar discrepancies in other categories 
and some were very little used. Obviously, the I.C.D. had failed in its purpose 
of recording relevant data reliably. There were at least two reasons for this: 
first, the system had been only partly accepted by those who had to provide the 
datas and secondly, there was insufficient agreement about the meaning and scope 
of the categories. Unfortunately, the recommendation of the 1950 WHO Expert 
Committee on Mental Health, that a glossary of descriptive definitions of Section 
V should be compiled, has never been implemented. The 1955 Revision brought some 
slight modifications in the categories concerning mental deficiency only. It be- 
came clear from the enquiries that the existing I.C.D. had no prospects of being 
generally accepted in its present form as far as psychiatry was concerned. The 
same applies, for other reasons, to the American standard Classification. 


Principles of classification. A classification divides a given set or class 


4 
q 
9 


ef objects into subclasses which should be mutually exclusive and jointly ex- 
haustivee In medicine there has been a gradual development from a symptomato- 
logical to an aetiological emphasis. In psychiatry, the application of the 
principles underlying classification meets with difficulties, owing to the lack 
of objectively verifiable concepts. The material the psychiatrist has to class- 
ify consists neither of disease entities in the strict sense, nor of people, 
but of a variety of disorders or reactions some of which are not mutually ex- 
Clusive. There is much to be said in favour of operational definitions in 
psychiatry, i.e. definitions based on agreed criteria and used for specific 
purposes such as classification. In fact, many of the present nosological 
concepts are no more than operational definitions. Schizophrenia, then, as 
an operational concept, would not be an illness, i.e. a biological reality with 
which it would be wrong to tamper, but an agreed operational definition for 
certain types of abnormal behaviour. The same applies to such concepts as 
psychopathy, etc. From the point of view of classification, therefore, the 
question would not be what schizophrenia or psychopathy are, but in what mean- 
ing those concepts should be used for the purpose of diagnosis and classifi- 
cation, i.e. for the purpose of communication. Those who find it difficult to 
accept this frankly utilitarian attitude to psychiatric classification can be 
referred to Kraepelin's comments to the last version of nis classifications 
"I want to emphasize that some of the clinical pictures outlined are no more 
than attempts at presenting part of the material observed in a communicable 
form." 

What have been the criteria, or principles, or dimensions, or axes under- 
lying psychiatric classifications? Kraepelin's orientation has been described 
as one of empirical dualism. He combined cerebral pathology with psychopath- 


ology. His broad division of mental disorders into organic, probably organic 


and/or constitutional, and psychogenic, is still a basic feature of most class- 


‘ 


ifications today. It did not occur to Kraepelin that psychogenic aetiology dis- 


qualified from membership of the class of mental disorders. This is the charac- 
teristic feature of Kurt Schneider's broad division of the material. To that 
author the concept of illness applies only where organic changes exist or can 

be postulated with confidence. Other mental disorders are only abnormal varieties 
of sane mental life. According to Schneider, there are no neuroses but only 
neurotics, The concept of neurosis as a psychopathic reaction had a considerable 
influence on psychiatric theory and practice in Germany. 

Adolf Meyer's classification followed from his concept of mental disorder 
which was fundamentally psychopathological. Kleist's system is consistently aeti- 
Ological. The schizophrenias are classified with the cerebral degenerative dis- 
eases; the neuroses are cerebral dysfunctions, with psychogenic factors playing 
only a secondary role. Leonhard's classification of the endogenous psychoses 
follows the same line. Henry By's classification is fundamentally psychopatho- 
logical, with a psychophysiological bias and an existentialist philosophy. He 
views mental disorders as manifestations of disturbances of two variables, the 
level of consciousness and the functioning of the personality. The first group, 
disturbances of consciousness, includes all acute psychoses including manic- 
depressive attacks, while the rest forms the second group. The scheme is very 
clear and logical, but some of it is at variance with clinical realities. There 
is no representative psychoanalytical classification, though Menninger has revived 
the old unitary concept of mental illness. To him the various mental disorders 
differ only by tne degree of regression of mental functions. In many classifi- 

ations, consistency is maintained by the postulation of a certain type of 
aetiology, e.g. of an organic cause for schizophrenia. The kind of aetiology 
implied in these classifications is that of a single causality which is by many 


regarded as inapplicable in psychiatry. 


There are considerable differences in the classification of paranoid reactions. 
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Only a minority of the classifications have the category of involutional 
depression. It is needless to say that the discrepancies are most serious in 
the categories of the neuroses and personality disorders. 

Differences of opinion about the relative weight of aetiological factors 
singled out as criteria for definition are responsible for a number of diver- 
gencies. The question whether psychogenic psychoses should be given the status 
of an independent category is a case in point. Such a category is likely to be * 
opposed by the organicist, who would accord psychogenic factors only a minor role 
in the aetiology of the psychoses, as well as by the psychodynamically oriented 
psychiatrist. The latter would argue that such a category implies the absence of 
psychogenic factors in the aetiology of the psychoses not termed psychogenic. 

Similar differences of basic concepts enter into the question of the relationship 
between the neuroses and the psychopathies. A small number of classifications 
attempt to classify along two axes, i.e. the clinical and the aetiological, at 
the same time. 

It may well be asked whether, in view of the existing difficulties and the 
failure of the I.C.D. to find general acceptance in psychiatry, any other class- 
ification would have prospects of success at the present time. In answer to 
this question, it can be stated that there has never been as strong a demand for 
an international classification of mental disorders as there is today. However, 
it still remains to be proved that psychiatrists are willing to adopt such a 
classification at the price of some inconvenience and concessions. 

Those concerned with devising an international psychiatric statistical 
classification will have to make up their minds about two problems: (1) Is it 

essential for an international psychiatric classification to be preceded by, or 
even be the outcome of a generally accepted international psychiatric nomen- 


clature? (2) Is it essential for such a classification to be preceded by an 


agreement on basic diagnostic concepts? 
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Desirable though the adoption of a common nomenclature might appear, such 


agreement is not an essential prerequisite for a practicable and generally 
acceptable classification. Probably considerations concerning nomenclature 

have in the past interfered unduly with the requirements of classification. The 
difference between a statistical classification and a nomenclature tends to be 
overlooked. A nomenclature, being a list of approved terms for describing and 
recording observutions, has to be extensive and unlimited in scope and detail to 
allow for the faithful recording of the manifold individual variations of ili- 
health. aA statistical classification, on the other hand, is concerned with 
groups of conditions whose peculiarities have to be fitted within a limited nun- 
ber of categories chosen for their usefulness for the numerical study of dis- 
orders. The functions of a nomenclature and of a statistical classification are, 
therefore, in some respects opposed to each other. It is even conceivable that a 
statistical classification would dispense with nosological terms altogether and 
use numerical or other symbols. However, there is no need for such a device. 
There exists sufficient agreement on basic terminology for a generally acceptable 
classification of mental disorders to be drawn up. Possibly such an agreement may 
prepare the ground for a common nomenclature. But the latter would be a much 
more ambitious and complex undertaking than a classification which would have to 
be a relatively simple instrument of communication. It may even be argued that a 
generally adopted detailed psychiatric nomenclature may at the present time have 
an inhibiting effect on psychiatric thought. 

The second question concerns agreement on diagnostic concepts. The view has 
often been expressed that the lack of such an agreement is bound to defeat the pure 
pose of any national or international classification. Comparability of diagnos- 
tic data presents a serious problem in psychiatry. The reliability of diagnosis 
has been found to be very low in many areas of psychiatric morbidity. Some in- 


vestigators, however, have found a surprisingly high reliability, especially 
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where psychiatrists shared a similar orientation. Psychiatrists have for some 
time paid too little attention to their diagnostic concepts which often differ 
considerably, even among members of the same institute, without their being 
aware of it. If, for instance, some psychiatrists regard recovery as enistniiiat 
ible with the diagnosis of schizophrenia and others do not hold this view, and 
if they have failed to make it clear to each other that their diagnostic con- 
cepts differ fundamentally, how can they be expected to agree? But apart from 
these difficulties, which could be considerably reduced, the reliability of 
psychiatric diagnosis will remain limited in those categories where no objective 
criteria can be employed. However, these difficulties can be overstated. The 
adoption of operational definitions should go some way towards reducing dis- 
agreements on diagnosis. I believe that no explicit agreement on diagnostic 
concepts is necessary, provided that the existence of different concepts is 
recognized and guarded against, and provided that operational definitions are 
adopted for the purpose of classification. A statistical classification of 
mental disorders, to be acceptable internationally, will have ‘to avoid the im- 
pression that it aims at influencing psychiatrists all over the world along cer- 
tain lines which amy ‘0 them may not wish to follow. The requirement of nev- 
trality in the controversies between various schools of thought imposes con- 
siderable limitations on an international classification. It has to be based 

on points of established agreement. This is why it cannot be ahead of its time. 
It can at present be no more than a tool of communication for a limited range 
of data such as the incidence and prevalence of certain mental disorders. There 
is no reason why an international psychiatric classification should not coexist 
with regional or local classifications, many of which have valuable functions 
in research and administration, Such classifications may stimulate the study 
into new relationships and thus advance knowledge. The only proviso would be 


their easy convertibility into the international system. That this is practicable 
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has already been proved. A glossary with operational definitions of the various 


categories would have to be available from the beginning. 

It has often been said that a classification has above all to be consistent 
with regard to the criteria of differentiation. Such a demand is unreasonable at 
the present state of psychiatry. No psychiatric classification can help reflect- 
ing the patchiness of our knowledge. It will have to be partly aetiological and 
partly symptomatological, because these are the criteria by which psychiatrists 
distinguish mental disorders from each other. No classification can meet every 
criticism, but even the best cannot serve its function unless all those partici- 
pating in its application know it and want to make it work. It is essential that 
the psychiatrists supplying the diagnostic data should be familiar with tne sta- 
tistical classification in use and witn its purpose. This is the exception rath- 
er than the rule today. Many psychiatrists seem unaware that their diagnoses are 
more than private observations concerning only themselves and their patients. 

One of the recurrent criticisms of the I.C.D. and similar classifications has 
been the lack of provision for the recording of diagnostic formulations. The same 
difficulties exist in other fields of morbidity and it is doubtful whether a sta- 
tistical classification which couid serve this purpose can be designed at present. 
The I1.C.D. provides for related ang unrelated additional diagnoses. Classifica- 
tions which aliow for the recording of two or more dimensions have been recommend- 
ed, but no information about the use of such systems has so far been available. 
Those concerned with the revision of the I.C.D. will be well advised to make 
Section V comprehensivee Theoretical objections against such a change are far 
outweighed by the practical disadvantages of the present arrangement. The ques- 
tion how agreement on a drastic revision of Section V could be reached is under 
active consideration. It will be necessary for suitable proposals to be submitted 
in good time before the next Revision Conference in 1962. It may be advantageous 


if pilot studies with alternative classifications thought to be suitable for inter- 
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national use were undertaken before final recommendations were made. Agreement 
will be reached if the advantages of an international psychiatric classifica- 
tion are generally recognized, if it is realized that a classification is not 
the embodiment of scientific truth but a code for practical use, and if it is 
understood that such a code can perfectly well coexist with other systems of 
classifications serving specialized purposes. ‘It is hoped that in a few years 
there will be an international psychiatric classification which will enable 


psychiatrists to communicate with each other better than they can today. 
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THE INTERNATIONAL APPROACH TO THE PROBLEMS OF MENTAL HEALTH, by B. E. Krapf, 


Geneva, Switzerland. Intern. Social Sci. Je, Vol. XI, No. 1, 1959, pp. 63- 
71. UNESCO 


An international approach to mental health problems is useful because (a) it 
offers an extraordinary variety of opportunities for the comparison of aetio- 
logical factors; (b) it counteracts to some extent ethnocentricity in estab- 
lishing behavioural norms; (c) protective and promotional health action success- 
fully taken in one group or area may be applied to another group or area; and 
(4) contact amongst men, facilitated by urbanization and modern development of 


communication, has obvious mental health implication. 
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Mental health care on an international scale was initiated at the beginning 


of this century but it did not really come into its own until after World War II. 
Some of the developments include the creation of the World Federation of Mental 
Health and the Mental Health Section of the World Health Organization. 

Advances in the international approach to mental health problems have been 
encouraging, yet there are limits to the possibility of comparing situations and 
of copying solutions on the following grounds: (1) Material needs and possibil- 
ities of different regions are far from identical; (2) thoughtless modification 
of social structures and the indiscriminate introduction of new cultural values 
into a society may cause serious damage to the mental health of its members; (3) 
this risk exists also in respect to mental health recommendations which are not 
in accordance with the value system of the society in question; (4) similar con- 
siderations apply with regard to mental health researchsfor what may be considered 
mental ill-health in one area is not necessarily considered to be so in another; 
and (5) as regards "positive" mental health, the values which are accepted in 
Western countries are by no means universally accepted. 

Mental health cannot be described as one value amongst, and dependent upon, 
others without admitting at the same time that mental health work necessarily re- 
quires a multi-disciplinary effort in which all brances of the science of man, 
including the social sciences, are equal partners. “Perhaps one of the greatest 
benefits of the international approach to mental health matters is that it can 
show the psychiatrist the limitations of his field and teach him a measure of 


humility." 


SOCIAL CHANGE AND MENTAL HEALTH, by Tsung-yi Lin, Taipei, Taiwan, Formosa. World 
Mental Health, Vol. 12, No. 2, May 1960, pp. 65-73. 


Professor Tsung-yi Lin , in an address before the International Forum, Geneva, : 


Switzerland, urges students of mental health to concern themselves with the ob- 
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jective assessment of the impact of social change on the psychological well- 
being of mankind and to search for ways in which the desirable effects of change 
may be preserved or promoted and the undesirable effects prevented or mitigated. 
The task he outlines requires clear understanding of the process and nature of 
socio-cultural change, its influence on family life and its subsequent effect 
on the mental health of individuals. 

addressing his remarks to the major factors operating in social change, 
Lin says that in two short decades technological advances have wrought trans- 
formations in so-called under-developed countries comparable to changes in Eur- 
ope and North America over the past 100 years. Large-scale migrations and re- 
settlement have created deplorable living conditions, both material and psycho- 
logical, and intensified communications and the universal yearning for education 
have created aspirations far beyond the developed resources of many countries. 
Probably the most significant feature of social change, Lin observes, is the 
marked tendency of people to move into urban areas, thus overtaxing the capacity 
of cities to set the pace of national development for the country as a whole and 
to satisfy the material and cultural aspirations of the people. 

Lin cites, cursorily, the results of studies which suggest that the 
aetiology of psychoses may be independent of socio-cultural environment, but he 
hastens to add that, on balance, scientific investigation tends to confirm that 
social change is implicated in an increase of mental ill-health. Speaking as a 
participant in the program of the World Mental Health Year, Lin emphasizes the 
need for comparative studies of different populations with different social 
developments to see how much and in what respect the state of mental health 
differs among nations and then, hopefully, to search for more precise causative 


factors. 
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EPIDEMIOLOGY OF MENTAL HEALTH, With Special Reference to Schizophrenias, by Marvin 


K. Opler, Buffalo, New York, U.S.A. 4 pp. typescript summary,1960. 


Opler's communication is a summary of his work in the epidemiology of mental health 
and concerns two major topics: (1) the relation of culture to personality and men- 
tal iliness; (2) the aetiology or development of schizophrenias within different 
cultural settings and within different social classes of a culture. 


(1) Culture, Personality and Mental Iliness. Opler's field experience with 


several American Indian tribes (Apaches, Utes, Alaskan Indians) and Am rican 
settlers in the West convinced him that a radical cultural relativism in which 
each ‘cettuin produces its own special and unique kind of mental illness was in- 
correct. There is a wide range of mental disturbances in each cultural setting. 
On the other hand, there is a dynamic relationship between a culture and the type 
and incidence of mental disorders, but it cannot be a simple one. Operationally, 
mental disorders are not uniform entities, immutable in time and place. "This is 
the great error of a Kraepelinian nomenciature. That is the trouble with the 
notion of a unit psychosis." More dynamic concepts concerning process are necess- 
arye 

Opler emphasizes the importance of studying the socio-cultural stress systems 
at work in epidemiological analysis. Stress can come from rapid culture change, 
from this oteadin between ideal and real value systems, from unobtainable or un- 
realistic cultural goals, or from the conflict of group vs. personal values. 


(2) Schizophrenia. Opler describes the basic differences between the schizo- 


phrenic manifestations of the echolalia-echopraxia, latah, imu and amok varieties 
in native cultures and schizophrenias in Western man--that these differences are 
due to the different kinds of stress systems found in these different cultures. 
They are functionally different from Western forms. In fact the schizophrenias 
of Irish and Italians are also surprisingly different from each other. 


Opler challenges the data that suggest that a genetic origin for schizophrenia : 


has been proven. 


‘ 


In each culture there is a "well--ill" continuum, and this must be estab- 
lished for each culture. The application of some ideal non-cultural continuum, 
as a standard for epidemiological research cross-culturally, must be avoided. 

Aetiological studies must finally be based on cross-cultural snetien of the 
life-cycle. We must know what are pan-human personality processes and what are 


culturally determined, idiosyncratic effects. 


COMMUNING AND RELATING, by Harold Kelman, New York, N.Y., U.S.A. om. J. of 
Psychother., Vol. XIV, No. 1, January 1960, pp. 70-96. 


Kelman suggests that trends are appearing in Western psychiatric theory and 
practice (notably the "Existentialists") that will permit the Eastern philo- 
sophic-religious concepts of "being" and "reality" to be both understood and 
utilised by Western man. Western man's concepts of "self," "nature," and "per- 
sonality" are polar opposites to those of Eastern philosophic tradition. 
"Communing" is an extremely difficult concept to describe in Western lang- 
uage-thought forms, for it is a form of consciousness bereft of the dualism of 
sub ject/object relational concepts. It is a state of identity or self-recogni- 
tion in relationship to others that is a special form, lacking space/time or 
objective connotations. Yet Kelman believes Western man, in psychiatric treat- 
ment, must descend to levels of consciousness where such Oriental-like states 
of undifferentiated being can be reached, for much of mental illness has to do 
with frozen self-images that can only be dissolved by a journey inward beyond 
these developed, hardened symbolic self-concepts. Spontaneity and freedom and 
growth are possible once Western concepts of self and the tyranny of Western 
"time," with its past and future, are relaxed. To live in a creative present 
that is "open" is the goal of therapy. The patient learns to accept, by his 
new awareness of identity, others and also himself as he is, without estrangement 


or alienation. Greater tolerance, love, respect and especially compassion are 
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thus possible. 


The psychotherapeutic process in Western psychiatric practice is compared with 
the ancient Zen Buddhistic experience of reaching "enlightenment." In Zen Budd- 
hism there is a stage of frustration, then insight, which parallel the Western 


psychiatric experience. 


SOZIOKULTURELLE FaKTORSN UND PSYCHISCHE STORUNGEN (Socio-cultural factors and 
mental disturbances) by Manfred Pflanz, Giessen, West Germany. Fortschriftte der 
Neurologie-Psychiatrie und Ihrer Grenzgebiete, Stuttgart, Vol. 28, No. 9, September 


1960, ppe 471-508. 


It is not easy to report on a survey which itself consists of an analysis of a 
great number of publications. Pflanz' review not only contains an extensive bib- 
liography but also short analyses of the relevant literature. 

after a general introduction, the first part is devoted to a review of pub- 
lications concerning the concepts of normal and abnormal, the definitions of mental 
health, and the relativity of the concepts of mental illness. Publications on 
social disorganization, on the "role" of the patient, on the structure of the en- 
vironment, etc., are carefully reviewed. 

In the second part, publications about methodology are reviewed (notably about 
epidemiology and the problem of hospitalisation data). 

In the third part, publications of historical interest are reviewed. 

The fourth part is devoted to publications relative to the incidence and freq- 
uency of the various types of mental disease among the various populations of the 
world, as well as to the relevance of cultural factors to the symptomatology of 
mental illness. 

The fifth part discusses publications about the correlation of mental disease 
with sex, marital status, type of family, ethnic and religious group, urban and 
rural living, city districts, type of dwelling, social class, social mobility, 


immigration, migration within the country, occupation, etc. 
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Pflanz' extensive reviews are supplemented with a very useful table, ill- 
ustrating the correlation between certain social variables and those of the 


findings which seem most firmly established. 


The bibliography gives a balanced coverage of contributions in English, 
German, French and other languages, and contains a number of intriguing refer- 


ences which one never finds mentioned in North American literature. 
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II RESEARCH, OBSERVATIONS 
1. Asia 


‘' A report on the Baguio Seminar by Tsung-Yi LIN and others provides an assess- 
ment of mental health in Asia today. Articles in the Chinese Journal of Neuro- 
psychiatry summarize psychiatric developments in China for a ten-year period. 

The role of the Tsukisoi (special nursing aides) in private psychiatric hospitals 
in Japan is the subject of a paper by W. CAUDILL. 


REALITY AND VISION: A REPORT ON THE FIRST ASIAN SEMINAR ON MENTAL HEALTH AND 
FAMILY LIFE.* Baguio, Philippines, December 6-20, 1958. Booklet by Tsung-Yi 
Lin, Margarethe Stepan and the Seminar Staff. 85 pp. 


The Baguio Seminar provided an opportunity for realistic assessment of mental 
health in Asia today. For the first time, a seminar’ linked mental health and 
family life in Asia as the focus of study, and for the first time, Asians active- 
ly participated in planning and conducting an international seminar in the field 
of mental health. 

People in Asia now live in the greatest era of social, cultural and tech- 
nological change in the span of human history. The impact of accelerated change 


has contributed to family instability and has created serious psychological and 


- Sponsored jointly by the government of the Republic of the Philippines through 
the Family Life Workshop of the Philippines and the Philippine Mental Health 
Association, The Asia Foundation, The World Federation of Mental Health, and the 
World Health Organization. 
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social problems. Though the traditional extended family still prevails generally 


and seems to be regarded as the ideal, family life in Asia is undergoing a marked 
transition from extended family to the small nuclear unit. 

The effects of urbanization on mental health also received major considera- 
tion by the Seminar. Many Asian countries, it was noted, are already "“over- 
urbanized" and cities are becoming increasingly alienated from rural areas. Vill- 
agers who are introduced into cities by relatives or friends usually enter a 
community that approximates the social life of the village. They are less anxious 
and their chances of good adjustment are better than those of migrants who come 
independently as unskilled labourers or domestics. In the latter group, some 
adjust successfully, some return to former homes, and still others remain for some 
time, overwhelmed by city life and feeling confused, insecure and depressed. Those 
who cannot adjust and cannot or will not return, are likely to show increasing 
signs of mental ill health. 

Participants in the Seminar concluded that rich opportunities for human sci- 
ence research exist in Asia. Most countries offer a wide diversity of cultures, 
while others, like Thailand, are compact and homogeneous. Rapid socio-cultural 
change provides excellent opportunities for serial studies, within a short span of 
time, of the relationship of human behaviour to changing social environmental 
factors. Dense populations permit large samplings within small geographic areas. 

Unfortunately, attitudes toward research are not favourable in many countries. 
Governments frequently are so occupied with the day-to-day struggle for socio- 
economic survival that they must search for solutions to mental health problems 
by expedient measures rather than through research. The acute shortage of mental 
health personnel confronted by excessive clinical and educational demands leaves 
little time and few resources for research. 

The proceedings of the Seminar stress the need in Asia today for practical or 


action research, rather than theoretical or more academic forms. Small-scale re- 
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search with interdisciplinary emphasis is presently the most feasible and should 


receive priority. 


PSYCHIaTRY IN THE PSOPLE'S REPUBLIC OF CHINA. World Mental Health, Vol. 12, 
No. 2, May 1960, pp. 73-75. 


The October 1959 issue of the Chinese Journal of Neuropsychiatry (in Chinese ) 
contains articles summing up developments in this field for the past ten years, 
since the foundation of the present regime. 

According to Professor C. Y. Wu of the Peking Medical College, 62 new health 
departments in 21 provinces and cities were set up and the number of psychiatric 
beds was increased 14 times. But in 1957 these amounted to only 3.6 per cent of 
hospital beds of all kinds. Preventive psychiatry is emphasized and Preventive 
Centres exist in Peking, Shanghai and other cities. Shanghai has such centres 
in 14 districts and four adjoining counties. In Nanking some district hospitais 
have Preventive Centres, and in 1956 an in-patient service for child patients was 
set up in this city. 

An epidemiological survey of mental illness to provide a basis for planning 
is in progress and has been completed in Shanghai, Nanking, Hunan, Szeping and 
Chengtu. There is mention of an epidemiological study covering just over ten 
million people in 14 districts and 1l countries. A more detailed survey of 2.2 
ottteen people, covering socio-economic data, has also been made. 

Between 1953 and 1958 Nanking and Shanghai trained 375 high and middle grade 
psychiatrists. All medical schools now have specialist teachers in psychiatry, 
which is regarded as an independent subject. Therapeutic measures include the 
usual physical methods, although leucotomy is not mentioned. Several tranquil- 
izers have been used and also “Trilafon" and "Frequel." Fever and sleep treat- 
ments are employed and also artificial hibernation. Acupuncture is prectised and 


certain herbal medicines are prescribed. 
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A review of research indicates that schizophrenics compose nearly 40 per cent 


of all psychotics, and 50 per cent of all hospitalised mental mtients. The in- 
cidence of GPI diagnosed, generally speaking, has fallen from some 1] per cent 
before the foundation of the present regime to about two per cent, taking the 


average of figures from various centres. 


AROUND THE CLOCK PaTIENT CARE IN JAPANESE PSYCHIATRIC HOSPITALS: THE ROLE OF THE 
TSUKISOI, by William Caudill, Bethesda, Maryland, U.S.A. 39 ppo. typescript. 


Tsukisoi are women, below the level of graduate nurses and more in the category 
of aides in American hospitals, who act as "motherly" servants for both male and 
female patients in private psychiatric hospitals in Japan. Caudill describes 
the role of this group within the hospital and also suggests certain correspond- 
ences between the behaviour of the tsukisoi and her technical role, and patterns 
of behaviour in the general culture of Japan. 

The tsukisoi remains with her patient 24 hours a day, seven days a week. She 
serves his meals, does his washing, comforts him and sleeps on a separate cot be- 
side him at night. When the patient undergoes continuous sleep treatment (two 
weeks under heavy sedation), the tsukisoi attends to his personal needs. After 
treatment is discontinued, she helps him to regain such everyday skills as walk- 
ing, eating and bathing. 


In terms of training, tsukisoi are of two types: tsukisoi kangofu (attached 


nurse), who has at least an elementary school education and two years of formal 


training, and tsukisoi kasifu (attached housekeeper or domestic), for whom there 


are no minimum requirements, although the majority have at least an elementary 


school education. A composite of the tsukisoi interviewed and observed by Caudill 


was middle-aged (median 40-44 years), of rural background and would have had some 
previous training. She usually had marital experience involving family crises 


and emotional stress and may also have had personal experience with illness. 
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There is some attempt when engaging tsukisoi to select a person who has had 
previous experience with the type of treatment (insulin coma, continuous sleep, 
electric shock) prescribed for the patient. She should be able to relate satis- 
factorily to the patient according to his particular social class and should fit 
well with such personal characteristics as age, interests and personality. 

Though actually engaged by the hospital, the tsukisoi is considered to be 
hired by the family, which usually pays for her services. “She is not considered 
a member of the hospital staff. To understand her somewhat peculiar position, 
the close and almost "familial" relations between all other hospital personnel 
in a Japanese hospital must be appreciated. For example, all hospital personnel 
groups take off periodically for recreation at a mountain inn or at the seashore, 
leaving a minimum staff to operate the hospital. This group is composed of sen- 
ior doctors, junior doctors, nurses, office workers, kitchen workers and jani- 
tors, but it excludes the tsukisoi. And, again, when the annual bonus is dis- 
tributed in December, hospital staff (except the tsukisoi) share in this accord- 
ing to status and length of employment. 

The tsukisoi do, however, take part in the regular exchange of gifts in the 
middle of the summer and at the end of the year. They are careful to give 
gifts to nurses and doctors at these times, since their jobs depend upon main- 
taining good relations with the hospital staff. On the other hand, tsukisoi re- 
ceive gifts from the patient's family, and from the patient himself, often for 
a considerable period after discharge. 

Caudill finds that most tsukisoi were positively maternal, and more impor- 
tantly, most expressed a strong wish that the patient should get well. He was 
also impressed with their skill in practical psychotherapy. In general, he 
observes, nurses and doctors seem reasonably satisfied with the interaction 
between tsukisoi and patient, but there is the suggestion that tsukisoi, as 


subordinates and outsiders, sometimes develop relations with patients in a 
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manner that bolsters their own security vis-d-vis the hospital staff. 


Doctors and nurses have expressed ambivalence about the tsukisoi by saying 
they are necessary but a nuisance. If hospitals recruited, trained and accepted 
tsukisoi as staff members, as is sometimes suggested, the need to involve patients 
in the tsukisoi's personal power struggles would diminish. Caudill points out that 
even so, the hospital would still be faced with the broader question of the ther- 
apeutic implications of the interaction between staff members and patients. 

The tsukisoi thinks of her role in relation to the patient in terms of a 
Japanese familial model. This kinship model has its referent patterns of mother- 
child and brother-sister relations in Japan. Caudill also finds striking corres- 
pondences between the patterning of employee relations and power groupings in — 
hospital and the patterning of relations in a wide variety of organizational 


structures, such as the company or the factory. 


RESEARCH, OBSERVATIONS 


26 India, Australasia 


Cultural factors involved in practising Western psychotherapy among native Ind- 
ians are discussed in separate accounts by E. HOCH and L. BHANDARI. Child rear- 
ing, character formation, and problems of psychoanalytical treatment in India are 
the subjectsof BHANDARI's article. U. SREENIVASAN and J. JOENIG report on psy- 
chiatric admission rates by caste in Mysore State, India. Findings from the study 
of a small village on the island of Mauritius by A. RAMAN tend to confirm the 
hypothesis that rapid cultural change has an adverse effect on mentai health, 
particularly when the rate of change is uneven within the community. E. BERNE 
has compiled a extensive psychiatric census of the South Pacific. Impressions 
of psychiatry and mental health in Southeast Asia are briefly noted by R. MED- 
LICOTT. Social change, emphasis on withdrawal behaviour and absence of alterna~ 
tive channels for expressing agression in Thai culture are implicated in A. 
STOLLER's account of mental illness in Thailand. Excerpts from E. SCHMIDT's 
journal furnish a glimpse of mental disturbance among the ex-headhunters of 
Sarawak, Borneo. 
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A PATTERN OF NEUROSIS IN INDIA, by Erna M. Hoch, Lucknow, India. Amer. J. of 
Psychoanal., Vol. XX, No. 1, 1960, pp. 8-25. 


It is difficult for a Western psychiatrist to give psychotherapy to a neurotic 
in India, unless the patient is a Westernized Indian. Native Indians have no 
idea of Western psychotherapeutic procedures. They demand short, impressive, 
magic-like cures. Moreover, the psychiatrist who treats a native Indian needs 
a thorough knowledge of the patient's language and should know Indian customs 
and religious beliefs, including some acquaintance with the great figures of 
classical Indian literature. 

Dr. Erna Hoch, a Swiss psychiatrist, has given psychotherapy to several 
neurotic Indian patients in Hindustani. From her experiences she describes 
some of the peculiarities of the neuroses in native Indian patients. 

At the first approach the symptoms are not very different from those in 
European or American neurotics. However, certain complaints have a special " 
meaning for Indian patients. "Heat in the head" is a disquieting symptom be- 
cause of the widespread belief that the head should always remain "cool." 

Food and medications are very sharply divided according to whether they create 
"heat" or “coolness,” a traditional distinction which is deeply rooted in the 
Indians! minds. On the other hand, belief that states of mind affect body 
function has been current in India from time immemorial. 

Hoch enumerates some cultural factors creating stress and anxiety that can 
precipitate mental illness: (1) For the privileged, pampered eldest son, the 
death of the father is a severe trauma. It burdens him with responsibilities 
for which he is ill-prepared. (2) The system of arranged marriages often for- 
ces young people into a situation with which they cannot cope emotionally, 
socially and economically. For the young husband marriage may create a conflict 
between the wish to be mothered and the desire to prove his masculinity. He 
may father several children to demonstrate his virility. The young woman, on 


the other hand, is burdened with children before she develops a personal inter- 
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est in sex and may, consequently, never discover that physical union can be 


pleasurable. (3) Up to now the individual found shelter in the collective order 
of life in a joint family, caste and religious community; nowadays the breaking 
up in all these areas exposes their lack of independence and individual wholeness. 
(4) While many of the religious teachings of Hinduism can be valuable guides for 
mental hygiene and spiritual development, their misinterpretation and misuse can 
lead to various types of emotional tension or to a lethargic fatalism. (5) Fear 
of the neighbour's jealousy and of evil spirits may prevent a man from accumulat- 
ing wealth or even from exposing his physical strength. (6) Another pathogenic 
factor is the overestimation of intellectual activities in those Indians who want 
to be modern. 

Usually the more Westernized patients are the ones most willing to undergo 
prolonged psychotherapy. Even in them one must be aware that Indians are gener- 
ally more childlike, more sensitive, and more gifted with emotional empathy than 
Western people of equal social status. "The Hindi concept of health, which has 
the meaning of 'self-supporting' and 'self-reliant,' is a worthy aim of psycho- 
therapy, provided one keeps in mind that this very 'self' is a spark of the Div- 
ine which links the individual with the whole of creation on a conscious level of 


free choice and responsibility." 


SOME ASPECTS OF PSYCHOANALYTIC THERAPY IN INDIA, by L. C. Bhandari, New Delhi, India. 
Progress in Psychotherapy, Vole V, Grune & Stratton, Inc., 1960. 


The psychoanalytic therapy of Indian patients highlights specific personality 

traits which can be best understood against the background of the child-rearing 
practices which are in vogue in India. The average Indian mother, both in urban and 
rural areas, breastféeds her child for a period extending from two to three years 
and sometimes even longer. The same type of permissiveness and freedom from par- 


ental restraints may be observed in the anal period of psychosexual development. 
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It is common to observe little children in some of the thickly populated parts 
of the big towns and in many Indian villages eating and defecating unaffected 

by restrictions of time, place and person. The parents show particular concern 
regarding the quantity of food which the child eats and the manner in which the 
bowels function. Throughout the Oedipal period, however, the child is subject- 
ed to a repressive control of his genital interests and activities by both par- 
ents. Any overt sexual interest taking the form of masturbation, curiosity con- 
cerning parental sexual relationships, homosexual attachments, etc., both ex- 
plicitly and implicity, is strictly tabooed for the child. Pressure is also 


continually exerted on the child to inhibit any outward manifestation of ag- 


gression. The effects of these early experiences reach 2 peak at the onset of 

puberty and early adolescence. Castration anxiety appears to be universal both 
as an aetiologic factor in emotional disorders and as a salient feature in gen- 
eral character development. 

Patients suffering from psychosomatic gastro-intestinal disorders are apt 
to establish a connection between their specific symptomatology and the believed 
harmful nature of certain classes of foods which form their daily dietary rou- 
tine. It is commonly believed that meat, spices and foods rich in fat produce 
excessive body heat, and lead to symptoms of giddiness, burning sensations in 
the extremities, vasomotor disturbances, constipation and sexual malfunction- 
ing; whereas a milk diet, vegetables cooked in ghee (clarified butter), fresh 
butter, curd and curd shakes are said to produce sensations of coolness, relax- 
ation and a general feeling of well-being. 

In the light of these oral anxieties, it is understandable that a large 
majority of patients feel perplexed and uncomfortable in attempting to carry 
out the procedure of free association. Many prefer to sit in a chair rather 
than assume a recumbent position on the couch, and as a measure of reassurance 


concerning the analyst's presence in the room, repeatedly turn around and look 
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Others demand a potent drug which will miraculously cure their illness, 


at him. 
and they experience an acute sense of frustration when no medicines are adminis- 
tered. Puradoxically, some patients scrupulously avoid taking any medicines re- 
gardless of the intensity of their suffering because of anxiety concerning their 
effect on the body system. Anal trends also appear in the form of haggling over fees, 
keeping a detailed record of the interviews, measuring the progress of the treatment, 
attributing dishonest motives to the analyst in deliberately prolonging the treat- 


ment and extreme concern over being found to be in psychoanalytic treatment. 


CaSTS AND MENTAL HOSPITAL ADMISSIONS IN MYSORE STATE, INDIA, by Uma Sreenivasan, 
Liverpool, England, and J. Hoenig, Manchester, England. Am. J. Psychiat., Vol. 117, 


No. 1; July; 1960. 


This paper analyzes certain factors extracted from the case records of all admissions 
to the Mental Hospital, Bangalore, Mysore State in 1953, with special consideration 
for the Indian system of caste. 

This 300-bed mental hospital is the only inpatient facility in Mysore State, 
which has a population of more than nine million and an area of nearly 30,000 square 
miles. In 1953 the hospital admitted 948 patients, 811 from Mysore State. Of the 
811 Mysore patients considered in the study, 60 per cent were men and 40 per cent 
womene The first-admission rate was seven per 100,000 population. 

The study revealed that Hindus, who form 74 per cent of the population, have 
the lowest admission rate, and that differences in admission rates by caste within 


the Hindu community are striking. The Vysias (merchants, traders) lead with 55 per 


100,000, and the Kshatriyas (warriors, kings) with 15 per 100,000, while still 
above the average for all Hindus, show 4 considerable drop. These three castes 
together constitute only seven or eight per cent of the population. The Sudras 
(farmers, workers) and the depressed castes (untouchables) form the greater part of 
the Hindu community, but their admission rates are insignificant. 


'after the Vysia and Brahmin castes,the Indian Christian community,although only 
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one per cent of the population, has the third highest rate with 31 admissions 
per 100,000. The other two minority communities, Muslims and Jains, have ad- 
mission rates of 13 and 12, respectively. 

Two factors, the distribution of literacy and the percentage of population 
in the different communities living in cities, appear to offer a partial ex- 
planation for the variation in admission rates. A higher percentage of liter- 
ates in the community appears to be associated with a higher admission rate, 
though there are slight discrepancies. Thus the Vysias, with an admission rate 
of 55, should have the highest rate of literacy, but in fact have a lower rate 
(44%) than the Brahmins (58%). The Brahmins have an admission rate of 42 and the 
highest percentage of literates among all the communities (58%). The Sudras 
with 11 per cent literacy and the depressed castes with four per cent show the 
same discrepancy with regard to admission rates, but the figures are very small. 
The Indian Christian community with 36 per cent literacy have, appropriately, 
the third highest admission rate. Between the three more literate communities 
on the one hand, and the largely illiterate communities of the Sudras and de- 
pressed castes on the other, the Kshatriyas, Jains and Muslims conform more or 
less to the pattern. 

The study also indicated that cities of Mysore State show a higher admiss- 
ion rate than rural areas and that within each caste or community literacy is 


also higher in the cities than in the rural areas. 


THE EFFECT OF ACCULTURATION ON MENTAL HEALTH, by A. C. Raman, Beau Bassin, 
Mauritius. 6 pp. typescript, 27 April, 1960. 


This paper summarizes an investigation of the process of acculturation and its 
effects on the mental health of the inhabitants of Mauritius, and more specific- 
ally, describes in detail an intensive field study of a single village, Triolet, 


where the pace and consequence of culture change have been extraordinary. 
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Mauritius is a small island, a British colony, in the Indian Ocean east of 


Madagascare More than half of the population are Indians immigrants-~-the rest are 
a mixture of French, African and Indian. The French, however, form a rigidly sep- 
arate cultural group, maintaining social isolation. Most of the Indians are Hin- 
dus; the rest are Moslem. There is a rigorous grading of social levels into ex- 
clusive compartments maintaining special mannerisms, laws, customs and ingrained 
attitudes towards "others"--these based on religious sect, social and economic 
status, and colour. All groups are undergoing rapid culture change with "Western- 
ization" of the Hindu Indian group being the most notable trend, and with other 
non-French segments following the "French" cultural leads. 

Triolet is a village situated 12 miles from the capital, Port Louis. The 
inhabitants are mainly Indian(Hindus); most of them are labourers working on sugar- 
cane plantations, owned by well-to-do Hindu planters. The population has trebled 
in the last 15 years. 

Raman was attracted to this village because of an interest in studying the 
increasing incidence of psychoneuroses in villages of this type since 1954, in- 
dicating a relationship between rapid social change and pathological group behav- 
iour, i.e. aggression and violence in race and political matters. 


The Community. The gradual, then accelerating collapse of traditional commun- 


ity social organization, values and attitudes, is traced. Village government by a 
committee of elders, elected by the community members, with powerful sanctions to 
enforce traditional customs and behaviour is rapidly disappearing. The villagers 
are becoming more individualistic and less group-centred and resent interference 

in their private lives by the committee of elders. The prestige of the community 
and the family matter less and less to the younger members. Ostracism by the group 
is loosing its hold on the individual, his actions and behavioure Languages Cul- 
tural change is being accelerated by the school system. Creole and French are 


rapidly supplanting Hindi. Family: The traditional Hindu family and family life 
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centred in the home and based on loyalty and respect for the father is heavily 
threatened. Younger generations refuse, increasingly, to consent to arranged 
marriages, and defiance of the father's authority becomes common. The newer 
family follows the "Western" form--greater equality of the sexes, more overt 
display of affection; the father is less distant and authoritarian toward the 
children. Dress: The change in dress-style is marked. Few men now wear the 
traditional head scarf and loin cloth. Most men wear trousers and shirts. 
Women still wear saris, but school girls wear Western dress. Alcohol: Today 
about 75% of the inhabitants drink alcoholic beverages openly; only 15 years 
ago this was powerfully tabooed behaviour. Alcoholism is now growing alarm- 
ingly in the Hindu population. “Gandia” smoking, formerly a religious cere- 
monial activity has spread widely among Indian youths and to the general pop- 


ulation, so Gandia addiction is now a serious problem in Mauritius. 


DISCUSSION. Rapid culture change can have seriously damaging effects on 
mental health. Persons in transition from traditional society to a chaotic, 
disturbed "Westernized" social world lose the security of identification with 
the former world of meanings, based on religious, family and community ties, 
as well as the practical economic and social security of the small, close 
society. The “decultured" individual stands too alone and takes the whole bur- 
den of social and economic success and failure on himself, and if he cannot 
achieve a new and satisfying way of life, is frustrated and threatened. He 


may break down under the strains. 


It_is not so much the rapidity of the culture loss and change as a lack of 


uniformity in its distribution among members of the community which is damaging 
to mental health. Apparently where the entire community had very suddenly 
broken with the past, embracing the Christian faith and changing their names, 
the mental health situation is better than in Triolet where families vary con- 


siderably from each other in degree of acculturation. It seems to be the 
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second generation of Triolet that is showing the worst features of deculturation-- 


loss of identity, behaviour disorders, delinquencies and psychoneuroses. These 
children seem to suffer from a thirst for belongingness or group identity which 
makes them peculiarly sensitive to violence in political and social upheavals. 
Politicians and agitators can easily produce mob behaviour. 

The author thus agrees with Leighton that rapid culture change has a damaging 
effect on mental health, but that it is the uneven rate of change that is mostly 
to blame. "Government and society must satisfy the emotional needs of the people 
for grouping by providing facilities which will permit good socially accepted 


groupings to be formed." 


A PSYCHIATRIC CENSUS OF THE SOUTH PACIFIC, by E. Berne, Carmel, California, U.S.A. 
Amer. J. of Psychiate, Vol. 117, No.l, July 1960, pp. 44-47. 


In assessing the validity of psychiatric papers from underdeveloped areas, it is 
sometimes of value to know the extent of the psychiatric services in relation to 
the population, but usually it is extremely difficult to obtain such information. - 
Dr. Berne is therefore to be thanked for collecting the available information on 
this topic for the South Pacific. He gives the number of hospitalised patients in 
each territory, the estimated population, the nature of the accomodation and care, 
and a "guess-timate" of the number of cases thought to exist in the community. 

In addition, there are a few interesting clinical facts, such as that Tahitians 
seem particularly prone to emotional skin disorders and that minor psychoses seem 
more common in Tanna, where a "cargo cult" persists (a messianic movement), than 
elsewhere. It is difficult, however, to agree with Dr. Berne that the estimates 
of patients in each community "tend to support" the hypothesis that "the reservoir 
of endogenous psychoses (true prevalence) maintains a constant ratio regardless of 
racial, cultural, geographic and socio-economic conditions." The guesses of local 


medical officers are surely too weak to support any hypothesis whatever, other than 
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that psychosis exists, and in any case the “apparent prevalence" figures 


provided vary from 1/200 for New Zealand to 1/8000 for Western Samoa. 


PSYCHIATRIC IMPRESSIONS OF SOUTH BAST ASIA, JUNE-JULY 1960, by Reginald 
Medlicott, Dunedin, New Zeaiand. 8 pp. mimeographed. 


In June 1960 Dr. Medlicott accompanied two Indonesian Colombo Plan students 
who had schizophrenic breakdowns back to Djakarta and consulted with psy- 
chiatric authorities there and in some neighbouring lands. The following 
are some of his observations, offered by him without more claim to depth or 
accuracy « 

Indonesia. Outside of Bali the Indonesian child appears indulged and even 
pampered. Children are a blessing, parental attitudes are indulgent, and the 
father is particularly tender towards his young children, especially in Java. 
There is a very clear-cut male dominance in the marital situation, as one 
would expect in a Muslim culture, but at the same time, occupationally at 
least, the female appears to have equal chances of advancement and equal rates 
of pay. According to Professor Slamet, the Indonesians are open about sex, 
attitudes are generally healthy, sexual difficulties play little role in mental 
illness, and homosexuality and promiscuity are relatively uncommon. Alcoholism 
is rare but drug addiction appears variable, especially among the Chinese. 
Psychosomatic disease is reported to be something of a problem and juvenile 
delinquency on the increase. Schizophrenia takes much the same form as in 
the West, but, excluding the Chinese, depression and suicide appear to be un- 
common, with cyclical depression states particularly rare. The Chinese, here 
as in Thailand, occupy more beds than their proportion in the population. This 
may be accounted for by their ambitious nature or by the Muslim fatalism which 
is said to protect the Malay, but may also be related to the higher economic 


level of the Chinese. Psychiatry does not appear to be popular as a medical 
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specialty, but this is to be expected with the still continuing inability to care 


for urgent physical complaints. Medical students spend four weeks in the psychia- 
tric wards (all psychotics) in the fourth year and three weeks in the fifth year. 
ne have lectures on, but no experience with, the neuroses and less severe psy- 
choses, Regarding psychotherapy, Professor Slamet said that such as was practised 
was of the phenomenological and existential types. 

Thailand. Male domination is still relatively undisturbed. Sex was said to 
be a taboo subject in Bangkok, but homosexuality exists and attitudes towards it 
are reported to be tolerant, while there is no lack of sexual themes in Thai re- 
ligion. Superficial observation of the Ramayana fresco at the Temple of the 
Emerald Buddha shows the usual Freudian themes with special emphasis, as it seemed 
to the author, on orality. The fresco opens with the black bullock killing his 
father (Oedipus), noun intoxicated with his strength, and being vanquished by 
the monkey god. In Bangkok, as in Djakarta, juvenile delinauency was said to be 
increasing and hot-blooded murder was reported to be more common, since although the 
Thais appear on the surface a calm, happy people, their ageressions explode very 
easily when they are frustrated. Alcoholism was said to be common enough, thovgh 
only the alcoholic psychoses receive hospital treatment, and drug addiction was 
said to bé becoming a problem since the prohibition of opium recently. Addicts 
appear to be changing to heroin and more dangerous drugs. Early cases of mental 
illness, especially schizophrenia, are said by Thai psychiatrists to be rarely seen 
by them since before seeking hospital care these have been treated by prayers and 
holy water by the monks over a long time. Psychiatric training (270 hours) has been 
introduced into the medical course, but it is difficult to see how this can be used 
profitably with the existing facilities and personnel. A form of American psychia- 
tric method has been adopted, but one cannot easily see how it is applied. Group 
therapy was mentioned, but the difficulty of getting the Thai to talk in groups and 


the very respectful attitude towards doctors make group therapy, as is understood in 
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the West, difficult. 


Western Aid. The most serious defect in Western aid lies in the uncritical, 


impractical adoption of advertised Western standards to Eastern countries. With 
its usual generosity America appears to be taking many doctors from this region 
for further experience in psychiatry, but as the author saw it, American teaching 
departments are unfortunately too alien in outlook for this experience to be 
easily digested, and the less psychologically sophisticated Bnglish hospitals 
might be more suitable. It is necessary to know much more about local cultures 


and conditions before the West can be of much help to the Asian psychiatrically. 


ASSIGNMENT REPORT ON MENTAL HEALTH SITUATION IN THAILAND, by Alan Stoller, Melbourne, 
australia. W.H.O. Regional Office Document SEA/Ment/7, May 13, 1959, 50 pp. multil. 


The major part of this report concerns the Mental Health Services of Thailand and 
their development, but sections of it deal with possible cultural influences. 
Thai culture traditionally preaches contentment and permissiveness towards 
all personal idiosyncrasies except aggressiveness, and thus one would expect its 
influence to result in easy interpersonal relations and lack of strife. It is 
therefore paradoxical to find that Bangkok children appear quite inhibited in 
school and in psychological tests; that at one location visited, the general 
hospital had a quarter of its beds filled with gunshot-wound cases; that opium 
addiction is rife; that psychoses are probably not any less frequent than in 
the West; and that some general practitioners report over half of their patients 
to be neurotic. In part the disturbing features just mentioned may be stemming 
from social change--the breaking up of traditional family groups and the migrat- 
ion of northern peasants to the city, etc. In part, however, the culture itself 
may be contributing, through its emphasis on withdrawal rather than on active 


meeting of problems, and through the absence of alternative channels for ex- 


pressing aggression. 
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In mental hospitals the predominant disease is schizophrenia, the most common 
type of case being that of the young, unmarried male who has been admitted in a 
disturbed and violent state but who soon sinks into regressed passivity. The hos- 
pitals (as in Japan) need few beds for violent patients, there being only 25 such 
beds for almost. 1,000 patients at one of the main long-stay hospitals. On the other 
hand, prognosis seems poor and regression common, either by reason of the under- 
staffing of the hospitals and permissive attitudes of the doctors, or through some 


cultural influence. Patients suffering from organic, senile and toxic psychoses 


largely do not get admitted to mental hospitals because of the shortage of beds, 

but it is of interest to note the relative rarity of the manic-depressive type of 
case as well. General paresis is declining in frequency, presumably owing to the 
antibiotics, although syphilis is still common in the population. (In neighbouring 


Burma the reverse picture would appear to exist, with an increasing proportion of 


general paresis and with the manic-depressive psychoses dominant; see Newsletter 
No» 6, July 1959, page 20.) 

Outside of the mental hospitals, depression may be more common, disguised as 
neurosise "Many women, for instance, 'put on a face' which is apparently smiling, 
but after two or three sessions the story appears that they have lost interest in 


their house and their family, that everything around seems lifeless, that they are 


irritable and suspicious and they harbour suicidal thoughts. Because of the values 
of the community, these states are not readily brought to the notice of medical : 
services." Certainly, the senile psychoses are more common and could readily be 
found on brief field visits. "However, the pattern of behaviour generally was 
towards regression and inhibition rather than aggression and acting out; therefore 


the Thai elderly psychotic can be managed, with a little extra trouble, in the bosom 


of the extended family system." “Also, in the rural areas, the symptoms are consid- 


ered as an aberration rather than a disease, and many spend a good deal of time at 


the vats (temples) where they seek support of the priests for 'sickness of the spir- 
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it'." These temples undoubtedly help in the mental health care of the community, 


both by the great tolerance which is shown to the socially unfortunate, the ef- 
forts which the priests make to guide the anti-social and the a-social into bet- 
ter modes of living, and the shelter which the religious orders give to the pre- 
psychotic or pre-delingquent. The priests themselves do not show signs of psy- 
chosis (unlike the type of situation where the psychotic may become a shaman), 
although they do seem to suffer from many psychosomatic disturbances. 

Neuroses and psychosomatic disorders appear to be frequent in rural as well 
as urban areas, psychosomatic complaints being more common than manifest neuroses 
but with no single symptom-complex dominating. Cannabis addiction and serious 
alcoholism are much less common than opium addiction (thus contrasting with 
India), although both the former occur. Among the opium addicts, who are nearly 
all male, underlying personality disorders could be frequently recognized, so 
that rehabilitation is probably not going to be an easy task, and the prevalence 
of the addiction cannot be attributed to custom and the availability of the drug 
alone. All social classes appear to participate in the addiction, just as all 


classes are reported to show much neurotic symptomatology. 


PSYCHIATRIST TO THE EX-HEADHUNTERS, by K. E. Schmidt, Kuching, Sarawak (Borneo). 
29 pp. typescript. 1959 


The following material is from a journal kept by Dr. Schmidt during a trip into 
the land of the ex-headhunters in the Sarawak jungle. 


"I visit a mentally ill woman who is emerging from her psychotic phase already 

‘ and has gained insight. However, when talking to her via two interpreters-- 
English/Malay and Malay/English--other interesting features are met with. She 
had been married for three years to a rather ineffectual husband; she is a young 
woman in full blossom. Her peculiar behaviour attracted attention in that she 
left her husband, went back to live with her mother and smeared her face black 


every night. When asked for the reason, she said, ‘I am expecting a baby by a 
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man named Irung. Since he is not my husband, this is wrong and yet he always comes 


at night to visit me. I therefore smear my face to make myself unattractive to him. 

It works, since he has not been for the last two weeks.' There was no man of such 
name known in the community and the nearest other settlement is days away by pad- 
dling. She was not pregnant, either, and on close questioning knew this story of 
hers to be a false belief, i.e. a delusion. This lover of hers she believed to live 
in the river nearby. I was rather touched by this tale, particularly since there 
was nothing hysterical about her. This picture of a mental illness has been de- 
scribed in Buropean psychiatry especially well by Kretschmer. 

"Rather an amazing feat has been performed by another patient--at Long Bulan, 
if 1 remember well. When seized by wander-lust during her psychotic phases she 
marched into the jungle--there are no footpaths around that long-house, and it is 
rather hilly country. all journeys, however rarely made, are carried out by pad- 
dling on the river. For days on end she walked through the seemingly impenetrable 
wilderness, up and down mountains, crossing rivers and streams. Nobody knew how or 
how often she obtained food. Finally, after one or two months, she would be re- 
ported far inside Indonesia, where she would have arrived at the home of relatives, 
hundreds of miles away. 

“Just a few general observations. At present the future of the long-house* 
is very much under discussion, and I also talked this over with Temonggong Jugah 
Anak Garieng. My view is that from the psychiatric or mental health angle, the 
long-house community as seen on the Rejang and other parts of Sarawak represents 
an almost ideal way of life. There is no problem here of elderly lonely bachelors 
and single living spinsters, nor does the accomodation of old people or orphans 


present any real difficulties; everybody is looked after by the community and in a 


* "...a house that is in fact a village. This the fashion of domicile typical of the 
Ibans; high up on stilts, a long structure of wood with an outer open verandah ap- 
proximately ten yards wide and an inner parallel-running, common-roofed verandah of 
similar width, 100 yards or more in length to which the 30 or more doors of the fam- 
ily compartments open." 


38 


: 
| 
5 
x 
2 
i 
f 
a 


t 


way is absorbed by it, part and parcel of a whole. Since everybody lives so 
close to his neighbour (in Kenyah long-houses, even the bileks, or rooms, have 
an open door in the partitioning walls so that you can walk through the whole 
length of the long-house inside the pintus, or doors), families are often not 
so clearly delineated as if they were living in a single-house (kampong). 

Since the work too is carried out as a community, on the whole there is no such 
anonymity possible as in the multi-storied housing estates of European or 
aSian large cities, where many people do not know their next-flat neighbour and 
often do not even get a glance of him in months. 

“Another surprise which we had was the low incidence of mental illness, 
possibly for the same reasons. Having visited altogether 13 long-houses above 
the Pelagus Rapids with an approximate population of 1,600, the four patients 
met with (nobody from these particular long-houses being a patient in the 


Sarawak Mental Hospital, either) represent a very low incidence indeed." 


RESEARCH, OBSERVATIONS 


3. Africa 


A summary report of the Bukavu Conference provides insights on the state of 
mental health in 14 African states. Experiences in a multi-racial child guid- 
ance clinic are recounted by F. HARRIS and V. HUNKIN. G. TEWFIK comments on 
difficulties in obtaining case histories of mental illness in Africans and 
provides a statistical comparison of some aspects of mental illness rates and 
treatment in Africa and in England. An interesting case of Ganser Syndrome in 
a native African criminal is reported by E. MARGETTS. The problems of providing 
psychiatric care in Tanganyika are outlined by C. SMARTT. Commenting on social 
change and mental health in Africa, T. LAMBO suggests that the talents of 
native medical practitioners are an important legacy for the African psychia- 
trist. S. FALADE correlates the stages of psychomotor development in the 
African child in Senegal with critical stages of the mother-child relationship. 
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MENTAL DISORDERS AND MENTAL HEALTH IN AFRICA SOUTH OF THE SAHARA. CCTA/CSA--WFMH-- 
WHO Meeting of Specialists on Mental Health, Bukavu, March 1958. Published under 
the sponsorship of the Commission for Technical Co-operation in Africa South of 
the Sahara, Publication No. 35, 269 pp. booklet. 


This publication is a summary report of the conference held in Bukavu in March 1958. 

The conference was organized by the four bodies mentioned in the title and was 
attended by 24 specialists. (See REVIEW AND NEWSLETTER, No. 4, June 1958, News 
Section, pe 59). 

A series of short notes on the present state of mental health in 14 African 
states, including Uganda, Tanganyika, Union of South Africa, Sudan, Kuwait-Urundi, 
Nigeria, Mozambique, etc. is given. The picture presented as existing in all of 
these states is roughly the same--the inadequacy of present accomodations for the 
mentally ill and the inadequate number of trained medical staff and auxiliary per- 
sonnel to carry out an effective mental health programme. Many writers express 
the belief that increased contact with Western modes of life results in increasing 
amounts of mental ill health. There is also a general concern expressed over the 
lack of accurate knowledge in the field of incidence and prevalence of mental ill 
health, of the effect of physical diseases such as malaria, malnutrition, trypan- 
Osomiasis, etc. upon mental health, and of pathological forces in African commun- 
ities which adversely affect mental health. 

The remainder of the book is devoted to a chapter on recommendations and a 
number of technical papers. These include a paper by Biesheuvel on the relevance 
of sociological research to mental health, a note on mental illness in rural 
Ghana by Field, three interesting papers on possession in Ethiopia and Niger 
Province by Lebeuf, Lewis and Pidoux respectively, and many others. 

The book includes a 28-page bibliography of the French and English literature 


on the subject. It is available from C.CsPshs/O.S.hc, Joint Secretariat, 2-8 


Victoria Street, London 5. We 1, England. 
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SOME EXPERIENCES OF CHILD GUIDANCE IN A MULTI-RACIAL SOCIETY, by Frank Harris 
and Verona Hunkin, Ibadan, Nigeria. The Brit. J. of Psychiat. Soc. Work, Vol. 
V, No. 3, 1960, pp. 117-128. 


This is an account of impressions and experiences gained in a child guidance 
clinic serving families of all races, from primitive African to sophisticated 
European, in the Durban,South Africa area. Children have been brought to the 
clinic from as far afield as Zululand to the North and East Griqualand to the 
South, representing communities that can be grouped roughly as White, Indian 
(Hindu and Muslim), African and Coloured. 

The difficulties for which children are referred cover much the same 
range as those usually found in child guidance clinics, but the kind of problem 
referred varies according to the cultural groupse While in the European, 
Coloured and African groups 70 per cent of the referrals are for some form of 
behaviour problem, the Indian groups present a vastly different picture. 
Among the Muslims, a fairly high proportion are referred for backwardness at 
school, intelligence testing and vocational guidance. Among the Hindus, most 
referrals are for the more "passive" symptoms such as bed-wetting and "ner- 
vousness," with an overwhelming preponderance of stammering. Anything suggest- 
ing aggressive behaviour tends to be suppressed by parents and teachers alike. 

Evidence from general behaviour as well as from actual cases suggest that 
there is a very low level of responsibility (European norms ) among African 
and Indian patients. Africans have extremely elaborate rituals which effect- 
ively control aggression, and guilt is seemingly externalised and impersonal. 
Hindus regard illness as a visitation from a god or gaddess, and treatment 
consists of rituals of gratitude performed over the child. This freedom from 
responsibility for failure may partially explain, the authors feel, how these 
non-Whites withstand extremes of frustration in the racial and political sit- 


uation of their country and remain, on the whole, relaxed and warm-hearted, 


cheerful and stable. 
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The African child always knows where he belongs, what duties are allotted to 
him and what taboos he must observe. He takes responsibility for practical tasks 
at an early age, but he does not share the uncertainty of many Western children 
as to what is expected of him. Indian children are given responsibility equally 
early, but the Indian child is less secure in his sexual development and much 
more repressed. 

The life of white children in Durban also shows an interesting and exceptional 
patterne A nanny, usually African, serves as a mothering figure, but has no auth- 
ority over the child. The child's mother and father are his disciplinarians, but 
they often find this a difficult role, for the child may be restive to authority 
while demanding attention and satisfaction. White children remain for some time 
less responsible and more childish in practical affairs, but they gain a veneer 
of adult sophistication in dress and general behaviour. Security, confidence and 
savoir-faire are based upon economic and social superiority. 

Least fortunate of all are the coloured children, whose parents have no cul-. 
tural pattern from which to take guidance and upon which to depend. Their social 
instability, coupled with low economic status, fails to provide emotional satis- 
faction for their offspring. There is no compensating joint family or "mothers 
in parallel" to provide security, and in the experience of the authors, these 
children are often quick to turn to aggression and are not easily understood e 

Language presents certain problems in a multi-racial clinic, particularly 
when concepts are embodied in one language but not in another. Often English is 
the only means of communication with African and Indian families, the groups that 
present the greatest language difficulties. 

Harris and Hunkin assert that the clearest and most urgent need is for re- 
search. There is crucial need for intensive studies of individuals from these 


groups, surveys of their customs and habits with a psycho-social rather than a 


socio-anthropological bias, experimental sessions with children in controlled and 
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free situations, and the standardisation of tests. 


PSYCHOSES IN AFRICA, by G. I. Tewfik, Bexley, Kent, England. 14 pp. typescript. 


The author agrees with J. Carothers that the diagnosis of African psychoses is 
extremely difficult and that the history of mental illness in Africans is almost 
unobtainable. When an account of mental illness is available, the vague, strange 
feelings and thoughts which make up the picture of mental disturbance is largely 
lost in the uncertainty of language interpretation. The African has so little 
use for introspection that he is unlikely to remember the vital points required 
for diagnosis. 

Of 304 patients admitted to Mulago Mental Hospital from July 1 to December 
31, 1956, only 57 cases (15 per cent) were diagnosed. Of these, more than half 
(28 cases) were of general paralysis of the insane and ten suffered from epilep- 
sye The cases of mania (five ) were all in more educated africans. Depression 
was seen only in females; some cases of puerperal depression have been seen re- 
cently at Mulago. The one case of schizophrenia was in an African lady of dis- 
tinguished family with a prolonged relapsing illness. All affective illnesses 
responded specifically to E.C.T. 

The symptoms of patients in undiagnosed groups (247 patients) were fairly 
uniform, but unlike any known European illness. The picture of sudden onset of 
confusion, persecutory delusions, vivid hallucinations and rapidly changing 
Clinical picture, often accompanied by a history of fever, accords well with a 
diagnosis of toxic confusional state, i.e. delirium. The majority of cases 
were admitted with a history of beating others, destroying property and crops, 
and irrational speech and behaviour. Tewfik observes that when a Buropean 
patient develops delirium he is so overwhelmed by the toxic effect on his 
general strength that the wandering, restlessness and violence do not occur. 


Moreover, in Europe the delirium gets better concomitantly with recovery of 
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the initiating physical lesion, but in East Africa this mental illness outlasts 


the physical one, often by several weeks. The confusion is such that patients 

are usually totally disoriented in time and place. In fact, confusion is so much 
a part of all African psychoses that mental testing is not possible in the presence 
of mental illness. 

Tewfik provides statistical comparison of some aspects of mental illness rates 
and treatment in Sngland and Africa. Figures originally reported by J. Carothers 
indicate that there are .37 per thousand mentally ill in Kenya and .9 per thousand 
in South Africa. According to G. Tooth, also quoted by Tewfik, the rate for 
Ghana (1950) was .96 per thousand. These figures compare with a British rate of 
3-8 per thousand. 

Readmission rates in England reached 40 per cent in 1952 and 43.1 per cent in 
1956, while the rate in Uganda has remained fairly constant at between 7 and 10 
per cent. A comparison of length of stay of patients in mental hospitals in Eng- 
land and Uganda reveals that the African is much less likely to remain disabled by 
his mental illness for long periods. Seventy-three per cent of mental patients in 
Uganda are discharged within two years; in England, only 24 per cent are discharged 
in a comparable period. Tewfik states: "The prognosis of mental illness in East 
africa is undoubtedly much more hopeful than it is in England. In England, 44 per 
cent of all hospital beds are allocated to mental treatment, whereas in Uganda the 
figure is only six per cent (but should be increased to 15 per cent, if adequate 
facilities are to be provided)... In Uganda, there is only room for treatment of 
the seriously ill and but five per cent are admitted voluntarily. In England, over 
70 per cent of patients come of their own accord. Nevertheless, discharge and 
death rates of patients in Uganda are slightly better than those of English mental 
hospitals." (ed. These observations were made prior to the introduction of 
phrenatropic drugs. ) 


Tewfik maintains that it is difficult to estimate the incidence of schizo- 
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phrenia in African populations, but, in view of the good prognosis and the small 


number of long-stay patients, he believes that the incidence has been grossly 


overestimated. He has observed that for the large majority of patients the non- 
specific illness which complicates the early stages of schizophrenia blends in- 
sensibly with schizophrenia, and it is quite impossible to differentiate them. 
He advises that schizophrenia should not be diagnosed until at least nine 


months have elapsed from the onset of illness. 


GANSER SYNDROME IN A NATIVE AFRICAN CRIMINAL, by E. L. Margetts, Vancouver, . 
B.C., Canada. E. Afr. Med. J., Vol. 37, No. 1, January 1960, pp. 32-36. 


There are certain "prison psychoses" which have been described in German psy- 
chiatry, especially in the last century: "Delbruck's disease," where the crim- 
inal believes himself innocent, and his accusers guilty; "Gutch's melancholia," 
a depression suffered in solitary confinement; Sommer's "Gefangnisswahnsinn," 
an illness in which the former two syndromes are included. Moeli described a 
prison syndrome in which there was apparent forgetfulness of well-known facts, 
inability to recognize familiar objects, etc. Ganser first described the 
"syndrome of approximate answers" (Vorbeigehen), where the patient avoids giv- 
ing a direct answer to a question; concomitant with this symptom, he might have 
vivid hallucinations, clouding of consciousness, disorientation of time and 
place, amnesia, hysterical analgesia, and lack of insight. Other syndromes 
have been discussed by Raecke, Rudin, Bleuler, Vischer and others. These days 
the only diagnostic eponymic syndrome delineated in prisoners is the Ganser 
syndrome, and even the definition of this has been greatly modified from 
Ganser's original description. Moreover, one must remember that Moeli had 
described the symptom of "approximate answers" ten years before Ganser. 

A modern definition of the “Ganser syndrome" would be somewhat as follows: 


the syndrome may occur in a neurotic or psychotic person in circumstances where 
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it will be to his advantage--usually in prisoners who stand to gain improved 


treatment or a lighter sentence if they seem to be mentally ill and irresponsible. 
Strong histrionic childish behaviour and altered consciousness--a borderland between 
conscious deception and hysterical or psychotic dream state--are observed. Also 
observed is the identifying Ganser symptom of "approximate answers," i.e. a disturb- 
ance in association of ideas whereby the patient represses correct replies to 
questions and substitutes approximate or deviously related answers. To summarize, 
the Ganser syndrome is a hysterical-simulation syndrome engrafted on an underlying 
neurotic or psychotic predisposition. 

The patient in this case, an illiterate Kisii tribesman, using a spear, killed 
his wife and four others and wounded several others without apparent motive. He 
hid the weapon afterwards in the bush. After his arrest he attempted suicide, and 
appeared vacant and distressed, according to his police captors. bis enantio 
doctor committed him to a mental hospital when he was unresponsive to questions, 
violent and talking irrelevantly. 

During his hospitalisation, he was "dull, preoccupied and inattentive." His 
evasiveness, etc. seemed more exaggerated when European staff were present. He 
appeared to be at least in part shamming. He was a bhang addict. There was a 
family history of psychosis, suicide and murder. After his sentence, he was again 
examined by psychiatrists and presented a clear clinical picture of a hysterical- 
simulation syndrome, perhaps with a sub-stratum of psychosis. He was evasive, 
theatrical and made irrelevant remarks. He would notor could not make any state- 
ment about his background or the circumstances of his crime. The most prominent 
symptom was that of irrelevant answers, e.g., when shown a bunch of keys, he would 
only answer that they were iron, and no amount of encouragement or suggestion would 
lead him to say that they were keys. 

after his discharge from the hospital his case was tried. Clemency was recom- 


mended on medical grounds, but before this could be granted, the patient committed 
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suicide, two and one-half years after the crime. 


PROBLEMS AND PROSPECTS OF PSYCHIATRY IN TaNGaNYIka, by Cyril G. F. »martt, 
Dodoma, Tanganyika. Hast afric. Med. J., Vol. 357, No. 6, June 1960, pp. 480-485. 


In Tanganyika psychiatry began at the turn of the century with a mission hos- 
pital of 50 beds. Present accomodation consists of 840 beds at the original 
site plus some 850 in two other government hospitals, the larger being an in- 
stitution for the criminally insane. Im the last decade there has been an in- 
crease of 100% in the rate of admissions--not a reflection of a real rise in 
the rate of illness, but rather caused by the increased awareness of available 
medical treatment, as denoted by the fact that a disproportionately large per- 
centage of patients are literate (28% of the patient population is educated, 
compared to 9% of the total population). Also urban dwellers are more disposed 
to take advantage of hospital facilities than villagers; this may be accounted 
for by the conspicuousness of eccentric behaviour in the city which would go 
unnoticed or be tolerated in the bush among kinsmen. Also there is a break- 
down of family ties in the move to town and an increasing rejection of respon- 
sibility for traditional tribal obligations; the senile and defective are 
shunted off to social agencies instead of being looked after at home by 
relatives. 

Diagnoses of mental illnesses are made difficult among Africans by the fact 
that patients so often arrive at hospital unaccompanied, without any history, 
and too ill to give an account of themselves. Furthermore, they mostly have an 
inadequate vocabulary to respond to subtle questioning and are prone to say 
what they think the European doctor wants them to say. The prevalence of be- 
lief in magic and witchcraft and fear of discussing such dangerous topics also 
help to obscure the issue. Diagnosis must be made mainly on general appearance 


and behaviour of the patient in hospital. 
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Diagnosis of psychoses of organic origin is mostly by clinical signs and 


symptoms. Routine physical tests indicate that some 60% of the patients have 
parasitic infections. C.S.F. is used to confirm diagnosis when necessary. EEG, 
air studies and angiography are not available. 

In a country of eight million people, the thousand beds now available are 
grossly inadequate. There is no "follow-up" of patients. The problem of the 
senile and defective is growing increasingly acute, with the breaking of family 
ties; an extensive building programme would certainly provide a convenient "dump- 
ing ground" for them and is inadvisable for that reason. 

Treatment at Mirembe Hospital is largely through occupational therapy, to 
enable dischargees to be self-supporting. E.C.T., insulin and tranquilizers are 
used with great success. 


The first African orderlies were untrained and illiterate. Recently the 


policy has been to hire only Standard VIII level Africans (this level is not 
possible among female nursing orderlies, most of whom are semi-literate). In 
service training of a rudimentary sort is given by European staff (elementary 
training in hospital routines). 

It is now proposed to send selected government nurses to Mirembe for a four- 
month course in psychiatric nursing. Eventually it is hoped to establish a two- 
year post-graduate course for general nurses to qualify them for a Register of 
Mental Nurses. 

In the immediate future the mental health programme will be directed toward 
the urban African who is more accessible and probably more greatly in need, due 
to "de-tribalisation" problems, than the villager, whose more pressing needs are 
nutritional and physical. The establishment of emergency mental wards in general 
hospitals is suggested,to act as a filter for the treatable patients who can then 
be admitted to Mirembe Hospital. 


Untreatable patients might be cared for in Provincial psychiatric units, part 


48 


of whose cost might be borne by the appropriate local authorities. "Follow-up" 
services are still a long time in the future, when there are enough trained 


african psychiatric social workers. 


THS CONCEPT AND PRACTICE OF MENTAL HEALTH IN AFRICAN CULTURES, by T. Adeoye 
Lambo, Abeokuta, Nigeria. East Afr. Med. J., Vol. 37, Now 6, June 1960, pp. 
464-472. 

The problem of defining mental health is complicated by the broad cultural 
variability of patterns of behaviour, making absolute concepts of “normal” 

and “abnormal” difficult to accept. Increasingly, new definitions stress 
creative harmonious adjustments of the individual within his own socio-cul- 
tural setting and involve a knowledge of personality formation in this setting. 

In native African concepts, disease is considered as part of a continuum of 
sick-to-healthy, but this includes the person's role in society and interpersonal 
and supernatural relations as inextricably bound to "health." In fact, psycho- 
social adjustments are considered as prior in importance to biological or 
physiological factors. Western psychiatry should likewise accept this broader, 
richer context of variables in assessing mental health. 

There are actually very positive aspects of African cultures. They provide 
their members with a sense of identity and self-knowledge through rich social and 
religious channels (e.g., the family and ancestor worship), and ritual obser- 
vances, such as dancing, trance states and other religious activities have 
marked psychotherapeutic value. 

Medicine men use a great many psychotherapeutic methods with excellent 
results; this would seem to belie the generally held belief that primitives 
are relatively free from mental disease. 

The swiftly changing conditions of modern life in West Africa are having 


enormous impact on the inhabitants who are not always flexible enough to meet 
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the stresses of their changing world. The need here is for a conservative, ex- 
perimental mental health programme, especially in its preventive aspects. 

Homosexuality, alcoholism, delinquency, crime, prostitution, academic stress 
on the African student abroad and at home--all are new problems, needing investi- 
gation. 

Changes in the structure and function of the traditional African family, the 
movement away from the tribal village with the resultant relaxing of family auth- 
ority, etc. have produced a higher incidence of behavioural disturbances. 

In four new industrial areas surveyed, Lambo found higher than normal incid- 
ences of antisocial behaviour; 15% of these cases had a history of antisocial or 
psychopathic behaviour which had not earlier seemed of psychiatric significance; 
new conditions of stress seem only to have exacerbated already existing disorders. 


But often overt behaviour manifestations appeared where no earlier problems had 


been observed. 

Emancipation of African women is producing new problems. with the disappear- 
ance of the extended family, children are being boarded out with non-relations; 
the old people lack security, both physical and emotional. 

One of the most important aspects of psychiatry here is the variability and 
complexity of symptoms, as well as the lack of well-patterned clinical manifes- 
tations. Excitement and psychomotor restlessness are predominant in African 


patients, but this is of little diagnostic value. 


Lambo's view is that organic substrata underlie much audit and psychosis 
among Africans; the psychological traumata associated with profound and long- 
standing tropical diseases in infancy, especially infective and nutritional, may 
account for much adult mental illness. 


The indigenous peoples have not yet accepted European methods of treatment. 


The author submits that we must recognize a part can still be played by native 


medical practitioners in the total management of patients, without any lowering 
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of standards of medical practice. They are an important historical and trad- 


itional legacy for the psychiatrist working in this cultural setting. 


LE DEVELOPPEMENT PSYCHO-MOTEUR DE L'ENFANT aFRICAIN aU SENEGAL (Psychomotor 
development of the African child in Senegal), by Solange-Adélaide Falade. 
Le Concours Médical, 20 février 1960, pp. 1005-1013. 


In February 1955 the author started an investigation of the psychomotor devel- 
opment of more than 100 African infants in Dakar, Senegal. She used Gesell's 
techniques (which proved perfectly adequate for the study of these African 
infants) together with a socio-cultural analysis of their family settings. 
Clinical studies were completed by making movies which compared the develop- 
ment of these African children with the development of European children in 
Paris. 

The investigations showed that the stages of psychomotor development are 
the same in African and European children, but that the rhythm of development 
is different. 

In the psychomotor development of these children four stages have been 
distinguished: (1) In a first period, extending from birth to the age of 15 
months, there is a marked precocity in the development of African infants, 
notably in the acquisition of manual prehension and of the sitting position. 
(2) In a second, shorter stage, progress slows down. The child, now able to 
walk freely, attempts to show his independence from his mother and to play 
alone, and he is less interested in the test situation. (3) Then comes the 
third period with a sudden arrest in development. The child shows a kind of 
apathy, nestling against his mother, and to a Buropean observer, would often 
seem to be retarded. (4) In a fourth period, progress starts anew. The child 
shows a remarkable capacity for postural equilibrium, adroitness in ball play- 
ing and graceful dancing. According to Dr. Faladé, this peculiar pattern of 


psychomotor development can be explained by an analysis of the socio-cultural 
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factors in the child's environment. 


Polygamy is common. aA wife knows that her husband can at any time take anoth- 
er wife, with the result of the usual difficulties between co-wives. Whether the 
mother accepts pregnancy well or not, custom obliges her to pretend to ignore it 
and nobody around her mentions it, either. For the same reason, nothing is pre- 
pared in advance for the newborn, and if the mother goes to the hospital for her 
delivery, it is at the latest possible moment. 

During the first week following the birth, the mother remains in a dark room. 
She lies in bed with the baby at her side. On the eighth day the baby receives 
a name on the occasion of its Mohammedan baptism. The child is submitted to 
massages for about one more month. 

From that time on, the baby will never stay alone. At night he sleeps by his 
mother's side in her bed. During the day, she constantly carries him on her back. 
He never knows the solitude of the cradle. The woman is highly sensitive to 
her child's needs and desires. The child is fed on demand. The mother-child 
relationship is thus of the closest conceivable type. The mother, not wishing 
this to come to an end, does not encourage independence in the child. This ex- 
plains the meaning of the second period in psychomotor development, i.e. the 
period when the progress slows down. The mother is anxious about the forth- 
coming weaning and the child no doubt feels this anxiety. 

It is the father who decides the date of the weaning, usually at 18 months 
for a boy, 24 months for a girl. Nobody except the parents know the exact date. 
On the day of the weaning the child is fed at his mother's breast for the last 
time at 5:00 a.m. Then, some time during the morning, the marabout comes and 
performs the religious ceremony pertaining to weaning. From an "infant", the 
baby is raised to the status of "child" and is not permitted to be breast-fed 


again. The reaction is often a traumatic one. when he demands the breast, the 


mother shows it to him covered with mud. He no longer sleeps in his mother's 
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bed but with the other children of the household. 

The result of this kind of weaning is shown by the third period of psycho- 
motor development: the sudden arrest, the apathy, etc. At the same time 
psychosomatic disturbances occurs: diarrhoea practically always appears on the 
first day and lasts for about eight days. Sometimes the period of anorexia 
and diarrhoea is more prolonged, and it results in the syndrome of kwashiorkor. 

When the child has been able to overcome this period, the fourth stage of 
the psychomotor development is reached; this takes at least six and often 12 
months. The child is now integrated in the group of older children in the 
household. However, the child in Dakar is not as fortunate as the Bush child, 
who enjoys the possibility of climbing trees, catching small animals in snares, 
living with nature and learning about it from his father. The city child does 
not have any of these possibilities but resorts to ball playing, in which he 
becomes proficient. There is a marked difference in the behaviour of "Bush" 
and "City" African children. The former are gayer and when tested give lively 


answers about the animals they see in picture books. 


RESEARCH, OBSERVATIONS 


4. South America 


A study of incidence and prevalence of mental illness in a stable rural Peru- 
vian community is reported by H. ROTONDO and his associates. In terms of men- 
tal health and social pathology, the rural group appears to be "healthier" 
than the inhabitants of two urban areas studied in Lima. P.A. LINDO describes 
some cultural aspects of an Andes population in the province of Huancayo, Peru. 


UN ESTUDIO DE SALUD MENTAL DE LA COLECTIVIDAD RURAL DE PACHACAMAC (A study of 
mental health in the rural community of Pachacamac), by Humberto Rotondo, 
Javier Maridtegui, Pedro Aliaga and Carlos Garcfa-Pacheco, Lima, Peru. Arch. 
de Criminologfa Neuro-Psiquiatria y Disciplinas Conexas, 2a. Epoca, Vol. VIII, 
No. 31, Julio-Setiembre 1960, pp. 458-491. 


Pachacamac is a rural community of “Coastal Mestizo" type. It is located about 
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15 miles south of Lima and has about 1000 inhabitants. The community is socially 


homogeneous and highly stable. Most of the men are farmers, growing some food on 
small private parcels of land and working as agricultural labourers on nearby 
hacieadas. 

The purpose of the study was to determine the true incidence and prevalence of 
mental disturbances and illnesses in the community. The instrument of research 
was the Cornell Medical Index. A sample of 25% of the adult population (over 18 
years of age), or 123 subjects, 55 men and 68 women, was studied. 

Previously, in 1958, the Department of Anthropology of the University of San 
Mareos had made a community survey of Pachacamac, so the basic socio-cultural and 
economic conditions were known. 

The study is part of a broader epidemiological programme of research, sponsor- 
ed by the Peruvian Ministry of Public Health and Social Assistance, to determine 
mental health conditions in and around Lima. Epidemiological studies of sections 
of Lima had already been carried out, using the Cornell Medical Index, permitting 
the investigators to make comparative statements saline mental health in certain 
urban settings as compared to Pachacamac, a stable rural community. 

In general, the comparison of mental health (all categories from psychoses 
to psychosomatic and emotional reactions) and of social pathology (crime, delin- 
quency, alcoholism) shows the rural group to be "healthier" than the inhabitants 
of the two urban areas of Lima studied (Mendocita and Mariscal Castilla). The 
inhabitants of Pachacamac showed a lower prevalence of depressive symptoms, of 
"inadequacy" (in interpersonal processes), and of aggressivity. However, they 
did show a slightly higher rate of alcoholism (6.9%) than that found in the 
relatively integrated Lima community of Mariscal Castilla, but less than that of 
Mendocita (7.3%), a disorganized community. 

In the Pachacamac sample, women showed considerably more anxiety and aggress- 


ivity than men and also a much higher prevalence of psychological and psycho- 
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somatic symptoms. The aged, especially males, showed a better state of emotion- 
al health than that enjoyed by all lesser age categories. 

The incidence of crime or delinquency is low. The commonest types are those 
of minor delinquencies committed in a drunken state and often take the form of 


defiance of authority. 


ASPECTOS CULTURALES DE UNA POBLACION ANDINA (Cultural aspects of an Andes 
population), by Pedro Aliaga Lindo, Lima, Peru. Boletin del Departamento de 
Higiene Mental, Nrs. 2/3, April-September 1959, pp. 1-7. 


Dr. Pedro Aliaga Lindo gave the Rorschach to 225 children and 90 adults in the 
district Hudchac in the province of Huancayo, Peru. The population of this 
mountainous district is composed mostly of mestizos, some pure Indians and a 
very small number of pure whites. As a consequence of the Spanish conquest 
and of recent economic development there has been an increasing mingling of the 
former Quechua Indian culture and the Spanish-White culture. This is notice- 
able in every field of social life. Language is taken as a first instance. 
The majority of the population still speaks quechua (which was the official 
language of the Inca empire), but it is an impoverished and degenerated quechua, 
infiltrated with Spanish words and expressions. On the other hand, the Spanish 
they speak is no less poor and infiltrated with quechua words. Many people 
are ashamed to speak quechua and in the presence of strangers pretend not to 
understand it. However, they speak it at home, with only one exception: when a 
man is drunk, he starts speaking Spanish. This attitude towards the native 
language issued from the deep-seated feeling of inferiority impressed upon the 
natives by their Spanish conquerors and was confirmed by the exclusive use of 
Spanish in schools and as a commercial language. 

The population of this district is basically an agricultural one. Every- 
body, poor as he might be, owns a little piece of land, sometimes very small 


and insufficient to insure his living. This situation is made worse by the 
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fact that the agricultural technology is primitive. when the population increases, 


there is no other solution than emigration, for instance to work in the mines. Water 
is sparse and a major source of conflicts between the natives--drinking water as the 
source of acute conflicts and irrigation water as a source of chronic conflicts and 
law suits. This is made worse because of the existence of a class of lawyers who ex- 
ploit this situation to their own advantage by drawing people into endless processes, 
ending with their ruination. 

The author describes in detail three types of work performed by the nativess 
"oyay"(an exchange of services between two individuals), "minga' (work performed for a 
specified number of days, poorly paid, partly in coca, alcohol and tobacco), and 
"faenas" (a levy, where a whole village has to participate, and those who do not must 
pay a fine). 

Social prestige is measured by the amount of land owned by the individual and by 
his working capacity. A woman is also appreciated according to her working capacity. 

In marriage there is no question of love but only of economic advantage. Divorce 
is practically unknown. 

The dwellings consist of one-storey houses with one or two rooms which serve as 
storage for food, dormitories for people and sometimes animals as well; but everyday 
life is lived in the lobby and patio. 

Clothing is also a mixture of ancient Inca, traditional Spanish and modern in- 
dustrial products. | 

The food is very frugal with a predominance of starch and extremely little meat. 
Favorite drinks are the "chicha" and beer. It is a popular custom to intoxicate a 
person to find out his real character in order to find out if friendship with him is 
worthwhile. Otherwise, in spite of this and other occasional intoxications, there 
is practically no problem of alcoholism. 

It is only from that social and cultural background that the tremendous import- 


ance of coca among these populations can be understood. The leaves of coca are 
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masticated, as a popular use, in many circumstances of life. Coca is used to 


; increase the physical abilities of the workers, diminish the feeling of hunger, 


break the monotony of interminable travels, help to establish social contacts, 


banish sadness in funeral ceremonies, and in certain traditional healing cere- 


monies. 
To conclude, the author points out the remarkebly homogeneous character of 


this population, which is involved in «a process of social and cultural change. 


RESEARCH, OBSERVATIONS 


5. North America 


E. JaCO reports the results of an “incidence of treatment" type of psychiatric 
survey ‘in Texas. H. BISENBERG and others hypothesise that culturally-derived 
internalised values, creating stress independently of the current environmental 
situation, may be implicated in heart disease. M. WOLFGANG and F. FERRACUTI 
assert thut the concept of "subculture" offers a meaningful explanation of the 
phenomenon of homicide amongst urban northern Negroes. The discrepancy between 
achievement and level-of-aspiration may provide an index to the incidence of 
mental illness in urban Negroes, according to R. KLEINER, S. PARKER and H. 
TAYLOR. 


THES SOCIAL EPIDEMIOLOGY OF MENTAL DISORDERS: A Psychiatric Survey of Texas, 


by E. Gartly Jaco, Cleveland, Ohio, U.S.A. Russell Sage Foundation, November 
21, 1960. 


Sound evidence for a difference in mental disorder incidence between cultures 
is difficult to find, since it is usually possible to argue that some apparent 
difference might have arisen from a difference in attitudes towards mental 
hospitalisation, or from a difference in social status, or from a difference 
in the availability or accessibility of psychiatric services, etc. Professor 
Jaco's volume is not wholly immune to such objections, but it does provide 


what is probably the best and most carefully worked-out example of such a 


difference that is available today. Because of this, and because it 
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provides also an excellent model for one type of psychiatric survey, it is to be 


recommended to those readers who may have to deal with these matters. 

The type of survey used is what might be called an “incidence of treatment" one. 
As such, it is an improvement on the more usual “incidence of hospitalisation" 
type, and although it does not attempt to compete with the house-to-house or key 
informant techniques (such as used by Lin in Formosa), it has certain advantages 
over both of these in the much larger size of the surveyed population and the 
fuller analysis of concomitant variables which was thereby possible. The pop- 
ulation surveyed was that of the State of Texas, and the subjects were all in- 
dividuals in that population who could be discovered to have been diagnosed as 
psychotic for the first time during a specified two-year period. For this pur- 
pose, not only state and private institutions were canvassed, but private psy- 
chiatrists in Texas and institutions and psychiatrists in neighbouring states. 
it is not wholly clear what was done about patients whom a psychiatrist saw and 
diagnosed as psychotic but who were not accepted for treatment (so that adequate 
records were probably not made ), and there is unfortunately no exploration of 
local variations in what was considered to constitute a psychosis; but other- 
wise the technique seems to have been admirably suited to track down all patients 
conforming to the chosen criterion. 

In this material the evidence for a difference in psychosis incidence between 
cultures relates to the Spanish-American as opposed to what is loosely called 
the anglo-American, Texas having a large Spanish-speaking minority upholding con- 
siderably different values from those believed in by the majority. 

As can be seen in the table given below, in which Professor Jaco's findings 
have been summarized on this point, Spanish-Americans have lower age-adjusted in- 
cidence rates of psychosis than Anglo-Americans almost irrespective of their posi- 
tion in the social system. The one category of the population in which the differ- 


ence is absent is that having been to high school or college, and one can take 
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this exception as supporting a belief in cultural influence,since a long and 
heavy exposure to the ideals of the Anglo-American majority was unlikely to be 


experienced by Spanish-Americans without some change in cultural values taking 


place. 


CONCOMITANT VARIABLES 


TYPE OF PSYCHOSIS 
SERVICE 

NATIVITY 
RESIDENCE 


MARITAL STATUS 


OCCUPATIONAL CLASS 


EDUCATION 


The facts in Dr. Jaco's book 


Functional 
Organic & Senile 


Public Treatment 
Private Treatment 


Born in Texas 
Born elsewhere 


Urban 
Rural 


Single 
Married 
Divorced 
Widowed 
Separated 


Professional 
Managerial 
Clerical & Sales 
Service 
Agricultural 
Manual 
Unemployed 


Coilege 

9=12 yrs. school 
yrse school 
1-4 yrs. school 
Q school 


AGE-ADJUSTED INCIDENCE RATES 


FEMALES 


MALES 
Anglo Spanish Anglo 
47 24 69 
16 17 18 
39 30 29 
34 10 62 
51 31 59 
48 22 61 
94 53 101 
36 22 39 
247 128 187 
68 28 109 
61. 29 
129 97 118 
214 19 225 
168 66 198 
65 37 55 
87 66 113 
122 72 158 
140 51 72 
131 58 87 
408 43 819 
64 63 83 
26 28 45 
51 34 55 
60 29 50 
122 34 108 


Spanish 


32 
13 


34 
49 


51 
26 


127 
44 
5 
64 
30 


56 
39 
104 
139 
93 
37 
480 


42 
41 
43 
37 
44 


are largely allowed to speak for themselves. 


One may regret that more of a discussion of the mechanism or basis for the 


difference has not been provided, but this can be provided elsewhere or by 


others. The important thing is that the basis for such hypothesising is 


now available; previously, so broad and well established a basis scarcely existed. 
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HARTFORD STUDY: SOCIAL aND PSYCHOLOGICAL FACTORS IN HEaRT DISBASE, by Henry 


Eisenberg, Hartford, Conn., U.S.A.(Project Director); Walter I. Wardwell, Storrs, 
Conn-, UsS.Ao; Herbert S.Caron, Cleveland, Ohio, U.S.A.; and Claus B. Bahnson, 
Storrs, Conn., U.S.A. Progress Report, January 1, 1957--January 31, 1960. 
Mimeographed. 55 ppe 

In the course of a long-term aetiological study of coronary heart disease in 
Middlesex County, Conn., U.S.A., findings have been obtained which are of some 
cross-cultural significance. When a control sample of non-cardiac patients was 
obtained to contrast with the 32 known cases of coronary disease occurring in 
the county during the study period, it was found that the coroneries and the 
controls differed quite strikingly with respect to religion, culture of origin, 


and birthplace. These differences can be summarized approximately as follows: 


Percentages of Patient Samples 


72/ of Coronuries, but 44% of Controls were of Northwest European origin. 


63% of Coronaries, but 31% of Controls were Protestant. 


16% of Coronuries, but 31% of Controls were born outside the United States. 


31% of Coronaries, but 9% of Controls had parents of different religion or 
ethnic origin. 


although the number of subjects was too small for firm conclusions to be 
drawn, the following hypotheses have been formulated as a result of these and 
other findings: 


Hypothesis 1. Coronary disorders occur frequently in persons experiencing 


value conflict, especially when such persons are committed to more than one set 
of values. Such persons could be (a) those not members of groups where authority 
and ritual minimize value conflict for members; (b ) those committed to two or 
more sets of conflicting group values, even if one of these groups offers trad- 
itional authority. 


Hypothesis 2. Relations with authority have a special and an over-riding 


significance for coronary patients. 


Hypothesis 3- Coronaries have had problems with parental identification; 


particularly if their coronary attack comes early. 
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Hypothesis 4. Coronary patients tend to control their behaviour, drives 
and impulses more through internalisation of societal values, as contrasted 
with a dependence on external constraints and ‘authority’. 


Hypothesis 5. Coronaries occur in persons with unstable self-images. 


More generally, it is hypothesised that “the internal stressful experience 
may be relatively independent of the current environmental situation because 
it is constituted by the inability of the individual to release drive, due to 
internalised values and rules which prevent acceptance of such drives." These 
internalised values and rules would presumably be largely culturally derived, 
and hence both the findings and the theoretical development of this important 
study are of direct relevance to transcultural psychiatry. 

It is intended to explore and test the above hypotheses through the use of 
the Yorkville Study data®, which have been made available to the workers, and 
through a new four-year field study in the Hartford area. However, the same 
hypotheses seem particularly suited to cross-cultural exploration and valida- 


tion, and the Newsletter editors therefore hope that this may also be attempted. 


y LEIGHTON and L. SROLE. 1952-53 Yorkville Study (A mental health survey of 

a probability sample of 1,660 cases of males and females, aged 20 to 60, using 
an extensive questionnaire covering the complete life history, child experiences, 
and attitudes and opinions of the respondents.), Cornell University Medical 
Centre, Ithaca, New York, U.S.A. 


SUBCULTURE OF VIOLENCE: AN INTERPRETATIVE ANALYSIS OF HOMICIDE, by Marvin 
E. Wolfgang, Philadelphia, Penna., U.S.A. and Franco Ferracuti, Rome, Italy. 
Typescript, 14 pp. 


Wolfgang and Ferracuti contend that the phenomenon of homicide cannot be ex- 
plained in a sufficiently satisfactory way by the current theories such as the 
frustration-aggression theory, the concept of anomie, conflict of norms, etc. 


They found that the concept of "subculture" offers a more satisfactory explan- 


ation. 
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Their theories apply only to homicide proper, i.e. to violent slaying in 


the heat of passion or in brawls, both of which amount to about 90% of the total 
number of homicides. (Intentional homicide belongs to another category of mur- 
ders which would deserve a separate investization.) 

In any large urban community, homicide arises among a relatively homogen- 
eous subcultural groupe In Fhiladelphia this group can be delineated through the 
use of statisticss the maximum frequency of homicides is to be found among lower 
socio-economic classes, especially among male Negroes of 20-24 years of age. 

The homogeneity of this group is enforced whenever they live in the same areas 
of the city. 

The Negro's subculture is distinguished by certain aspects of its value 
systems the high estimation given to physical violence. It is expected that in 
specific circumstances a man immediately will respond by challenging his cppon- 
ent to physical combat (which is a measure of daring, courage, defense of status 
or honour). Hence the necessity for having ready access to knives, pistols 
and other weapons. 

The ‘fact that in this group the resort to violence is a culturally normal 
response is shown by its repetitive pattern. In Philadelphia 65% of the offend- 
ers and 47% of the victims have a previous police record of arrest. Furthermore, 
the same group shows the highest rates of rape, assault, and persistency in ar- 
rests for assaults (recidivism). 

There is a direct relationship between rates of homicides and the degree of 
integration of violence within the subculture to which the individual belongs. 
The more integrated this subculture is, the more deeply internalised in the in- 
dividual is the value of violence and the more, also, the non-violent individual 
is ostracized and penalized. 

Woifgang and Ferracuti suggest that an investigation of the development and 


structure of the value system of the Negro subculture would be most productive. 
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In the correctional environment it would help the treatment programme, es- 
pecially when using individual or group psychotherapy, to try to counter- 
balance or to eliminate the allegiance of the subject to the subculture of 


violence and his differential perception of the world. 


THE DISCREPANCY BETWEEN ASPIRATION AND sCHIBVEMENT IN MENTAL ILLNESS, by 
R. Kleiner, S. Parker, H. Taylor, Philadelphia, Penna., U.S.A. 13 pp. 
typescript 


The authors suggest that discrepancy between "level of aspiration" and 


achievement may be a significant factor in mental illness and, furthermore, 


that level of education is a practical measure of aspiration, and occupation 
or income may be used as a measure of achievement. They hypothesise that the 
greater the discrepancy between achievement and level of aspiration, the 
greater the incidence of mental illness, particularly of schizophrenic reac- 
tions. 

In a nine-month sample of all male Negro admissions (458) to the Eastern 
Mental Health Reception Centre in Philadelphia, native-born male Negroes have 
significantly more education, i.e. higher aspirations, than the southern mi- 
grant male Negroes. On the other hand, both groups showed the same occupa- 
tional attainment, i.e. the same achievement. Therefore, the northern group 
shows a larger discrepancy between aspiration and achievement, and, signi- 
ficantly, manifest more mental disorder, especially schizophrenia. Using in- 
come as the measure of achievement, the northern-born Negro male group has 
significantly lower income, i.e. lower achievement, than the southern male 
group. Thus, the native group with significantly higher education and sig- 
nificantly lower income than the migrant group has a larger discrepancy be- 
* This study has recently been published as "Level of Aspiration and Mental 


Disorders A Research Proposal" in Culture, Society and Health (Ed.: Vera 
Rubin), Annals of the N.Y. Acad. of Sci,, Vol. 84, 1960, pp. 878-886. 
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tween “level of aspiration" and achievement. The greater incidence of mental 


illness in the more highly educated northern-born group cannot be explained in 
terms of increased awareness of psychiatric facilities or less resistance to 
treatment . 

Two of the authors of this paper, Kleiner and Parker, have begun a study of 
the roles of mobility strivings, level of aspiration and discrepancy in the 
rates of mental disorder among migrant and non-migrant Negroes in Philadelphia. 
The research involves interviews with approximately 1,500 Negroes between the 
ages of 20 to 59, inclusive, living in the community and a comparable number of 
Negroes in the same age group diagnosed as in need of psychiatric treatment. 
Unlike most of the recent large mental health surveys, interviews of the same 
magnitude and depth willbe obtained from ill as well as “normal" subjects. 

The opening remarks of the paper are addressed to the general assumption 
that the migration experience correlates with high rates of mental illness. 

The authors suggest that any generalization about migration and mental dis- 
order is not feasible. While several studies support the notion that the 
migrant is either psychologically disturbed prior to migration or that the 
impact of a new and strange environment precipitates mental breakdown, or both, 
other investigations--perhaps less frequently cited--do not confirm this point 


of view. 


RESEARCH, OBSERVATIONS 


6. Burope 


A. PARSONS compares ward social life of female schizophrenics in Naples with 
ward society in American and English psychiatric hospitals. 4. LEBENSOHN 
offers some impressions of Soviet psychiatry. He suggests that Pavlovianism, 
despite refinement and expansion, has become a constricting influence on 
soviet pychiatry and psychiatric research. The Russian viewpoint is exem- 
plified by SNEZHNEVSKY'S article on nosological specificity of psychopatholog- 
ical syndromes. 
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SOME COMPARATIVE OBSERVATIONS ON WaRD SOCIAL STRUCTURE: SOUTHERN ITALY, ENGLAND 
AND THE UNITED STATES, by Anne Parsons, Belmont, Mass., U.S.A. L'Ospedale 
Psichiatrico (Napoli), II, Aprile-Giugno, 1959, 23 pp. 


This paper summarizes ward social life and general behaviour of schizophrenic 
female patients in a Naples mental hospital and compares the author's findings 
with what has been found in american and English institutions. 


(a) Aggressive behaviour. Overtly aggressive behaviour is much more common 


in Neapolitan patients than in American or English patients. In the Neapolitans 
aggressive behaviour usually takes the form of elaborate verbal insults, which 
also ends up in physical violence with nurses and patients lining up and taking 
active sides in the quarrel. 


(b) Repetitive pleading. Pleading to go home is a major activity for patients 


in the Neapolitan hospital. 


(c) Physical contact. Unlike the American and Unglish hospitalised patients, 


the Neapolitans show little aversion or fear of physical contacts. Only when the 
contacts are overtly sexual do nurses or other patients express disapproval. 
Otherwise, walking arm-in-arm, chatting and even hugging or other affectionate 
behaviour is common. Also, only two out of 150 patients lived in purely private 
space, in that their gestures or behaviour appeared to have no relation to others. 


(d) Delusions and hallucinations. In contrast to American state hospitals, 


the Neapolitan patient rarely shows highly elaborate delusions, and individual 
ways of expression are minimal. Paranoid ideas and feelings of persecution by 
family members and neighbours as well as magical ideas are quite similar to 
commonly held social ideas in the normal population. 


(e) Social isolation. The Neapolitan ward society has a marked atmosphere 


of sociability and motility and only some 15 out of 150 patients made no efforts 
to contact others. The old-style American or English hospital has the quality 
of a museum with sharp reduction of social interaction. 


Socio-Cultural Contrasts: American versus Italian Societies. The general 


observation is made that a paradoxical contrast exists whereby the more highly 
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technologically-evolved nation, the United States, has the more severely incap- 


acitated mental patients. The Italian patients show less social anomie. 


Lesser Anomie of Italian Hospitals in terms of role differentiation and value 


systemse Unlike highly industrial societies, role differentiation and job spec- 
ialization are minimal in the lower classes and the basic commitment to social 
structures is largely confined to the family. Thus hospitalisation does not cat- 
astrophically cut off the patient from his "job," which is, anyway, not a central 
focus of his values, as is true for many Americans. Then the greater family solid- 
arity continues and the hospitalised patient is frequently visited; fewer are 
abandoned. Ties are not radically severed. 

Unlike american institutions, the Italian mental hospital is not run on such 
an impersonal formal basis . Informal contacts between staff, nurses, doctors and 
patients are much richer. The strong class-line cleavages in Southern Italy put 
the lower-class patient in a satisfying, protected and secure position vis-a-vis 
the hospital staff. 


Value Systems. The Italian lower-class value system is based on expressing 


immediate feeling states and in reacting in social situations in terms of immed- 
iate ends. Such Italians do not react to hospitalisation with any strong feelings 
of guilt and failure or loss of self-esteem in terms of their pust and future 
orientations to "job," or family. The social attitude toward mental illness is 
generally less severe than among American middle classes. 

The distance between the physicians as educated professionals and their 
lower-class patients in terms of crucial values is far greater than in the United 
States or England, and the medical explanations of disease may not penetrate to 
the patients or their families. 

While the non-industrial society of Naples produces schizophrenics of a less 
bizarre or isolating type, it nevertheless produces this severe mental illness, so 


that the aetiological explanations of some sociological or anthropological writers 
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of the 1930's, linking the disease to industrialized and highly differentiated 
societies, are inaccurate. Social factors alone cannot explain the genesis and 


course of schizophrenia. 


IMPRESSIONS OF SOVIST PSYCHIATRY, by Zigmond M. Lebensohn, Washington, D.C.,U.S.A. 
AeM.A. Archives of Neurology and Psychiat., Dec. 1958, Vol. 80, pp. 735-751. 


This article is a report on impressions of Soviet psychiatry gained during a ten- 
day visit to Moscow and Leningrad from September 13 to 23, 1957. luring this 
period Lebensohn interviewed a number of leading scientists in the fields of 
neurophysiology, neuroanatomy, psychiatry and psychology, and visited their 
institutes and clinics. 

Lebensohn agrees with J. Wortis's* statement that "Soviet psychiatry can 
best be understood if it is related to three basic sources of influences (a) 
its socialistic setting in a broad framework of public health services; (b) its 
conformity with the general principles of dialectic materialism; and (c) the 
teachings of Pavlov. His impression is that Pavlovianism, despite its re- 
finement and expansion, has now become a constricting influence on Soviet 
psychiatry and psychiatric research. 

The following salient features of Soviet psychiatry may be mentioned: 
Prefrontal lobotomy has been banned in Soviet Russia since 1951. Freudian 
psychoanalysis is rejected wholesale. Slectroshock therapy is used as a last 
resort. Free use is made of other somatic therapies, e.g. insulin coma therapy, 
prolonged shane: chlorpromazine and reserpine. 

Soviet psychiatry, unlike European psychiatry, is not "hospital oriented." 
There is much more emphasis on outpatient treatment and prophylaxis than there 


is on hospital building programmes. The average Societ psychiatrist is much 


* J, WORTIS. Soviet Psychiatry, Williams & Wilkins Co., Baltimore, Md., U.S.A. 
1950. 
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more research-oriented than his American counterpart. soviet psychiatrists are 


far better informed on what is going on in American psychiatry than the reverse. 
Despite the freely admitted difference of viewpoint, there seems to be a genuine 


interest in establishing greater exchange of scientific data. 


NOZOLOG ITCHESKOY SPETSIFITCHNOSTI PSIKHOPATOLOGITCHESKIKH SINDROMOV (About the 
nosological specificity of psychopathological syndromes), by A. V- Snezhnevsky, 
Moscow, U.S.R. Zhurnal Nevropatologiy i Psikhiatriy, Vol. 60, No. 1, ppe 91-108. 


In the classification of mental diseases there have been two main trends. The 


first assumes that there are specific mental diseases, i.e. specific nosologic 
entities which are radically different from each other and which can be dis- 
tinguished from each other by their syndromes as well as by their aetiology. 

The second (represented for instance by Baruk in France) contends that there are 
only nonspecific syndromes, each one composed of symptoms which appear together 
with a certain frequency and therefore seem to have a certain autonomy, although 
they can be determined by the most varying causes. 

Snezhnevsky contends that specific mental illness entities exist, but they 
do not take the forms described by the traditional school of nosological class- 
ification. Each nosologically independent mental disease can take the form of 
several syndromes. What distinguishes the specific mental diseases from each 
other is the number of syndromes through which they can manifest themselves and 
the sequence of evolution when passing from one syndrome to another. 

Snezhnevsky distinguishes six groups of specific mental diseases: (1) psy~ 
choses on the basis of an organic lesion of the brain; (2) genuine epilepsy; 

(3) symptomatic psychoses; (4) the groups of schizophrenias; (5) manic-depress-= 
ive psychoses; (6) neuroses. 

The group of neuroses includes conditions characterized by neurotic syndromes 
to the exclusion of the syndromes particular to the five other groups. Manic~ 


depressive psychosis includes its own syndromes plus symptoms of the neurotic 
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groupe The group of schizophrenias includes its own syndromes plus those of 
manic-depressive psychoses and neuroses, and - on. Finally, the group of 
psychoses on the basis of an organic brain lesion is the most inclusive of all 
since it includes not only its own syndromes but the syndromes of the five 
other groups. Snezhnevsky's article contains a diagram which illustrates this 
conception graphicelly. 

But the specificity of a particular mental disease entity is not only 
characterized by the range of the syndromes it can include, but also by the 
sequence in which these syndromes succeed each other. These changes of 
symptomatology within the same disease are determined either by an increase or 
a decrease of a noxious agent or by changes in the reactivity of the total 
organism, and such changes never occur in a chaotic way but according to def- 
inite laws. Magnan, in France, had already pointed to certain sequence pat- 
terns in these substitutions of syndromes. 

Snezhnevsky also gives several case histories. In one case, for instance, 
a patient who as a child had a meningo-encephalitis had convulsive fits with 
catathymic delusions. Later when these convulsions became less violent, the 
delusions took a paranoid and even a somewhat paraphrenic character. 


All these observations can be interpreted by the phenomena of the physio- 


pathological regulations of the brain, such as have been elucidated by Pavlov. 
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III. VIEWS AND NEWS 


JOSEPH FINNEY, Honolulu, Hawaii, U.S.A. informs us of ongoing research being done 
by the Hawaii Mental Health Division: 


"The major research activity during the past year (1960) has been that of Dr. 
Robert Spicer, under a NIMH grant, on psychological factors in traffic accidents. 
Two groups, good drivers and bad drivers, have been compared, using several psy- 
chological testss Raven's Progressive Metrices (a non-verbal intelligence test); 
a driving perception test using a motion picture of actual driving situations; 
and a modification of the Rozensweig Picture-Frustration Test. Results indicate, 
as expected, that poor driving is related to low intelligence and/or poor per- 
ception and/or unstable emotional reactions. Work is continuing in order to 
confirm the results and refine the tests." 

Dr. Finney is engaged in several research activities: (1) conducting an ex- 
ploratien of what the various cultural groups in Hawaii know and think about Stith 
other, by means of tape-recorded interviews; (2) investigating the questions of 
what are the important dimensions of personality, character and behaviour to be 
studied and what psychological tests or other measurement can be used. He also 
plans to collaborate with the University of Hawaii in studying the influences of 
parents on the development of personality and character in their children, as a 
continuation of previous work done by him in Illinois. 

Studies concerning the question as to whether people of the different 
cultural groups have different susceptibilities to various kinds of mental 
illness and personality breakdown are being carried out at the Hawaii State 
Hospital by Drs. Bloom, Gudeman, and Enright. 

"The final end of these studies mst be the application of the results to 
preventive work in the mental health field, and preliminary work indicates that 
each cultural group contains elements both advantageous and disadvantageous to 


mental health. What is not known is whether each advantage is necessarily 
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matched by a corresponding disadvantage, or whether it is possible to combine 
the mental health advantages of the several cultural groups without their dis- 
advantages. | 

MAGOROH MARUYAMA, Berkeley, California, U.SeA. reports on an informal diccuse- 
ion with Gregory Bateson, Palo Alto, Calif., one of the originators of the 
concept of the “double-bind" theory of the aetiology of schizophrenia: a 
theory based on communication and information. 

A person is “double-bound" if he is led by another person tc make a certain 
assumption about this other's state of mind and then acts in terms of this be- 
lief, only to find that the response he gets is discrepant with his expecta- 
tions. Such frustrations of expectancies in childrearing can perhaps cause 
schizophrenia. 

Certainly animals have been made schizophrenic by teaching them to dis- 
criminate between two kinds of signals, then making them more and more sim- 
ilar, until the animal (dog) can no longer perceive the difference. 

Reliability Consistency (knowing how reliable information is) depends on 
the capacity of an individual to find the pattern of unreliability/reliability 
of information and so know how to act. 

Bateson reports that pigeons discover certain patterns more easily than 
humans. Such patterns as "all signals are true" and "all signals are false" 
are easy to discern, but when signals are placed in random positions as to 
their truth or falsity, the pattern may be difficult to find. Schizophrenics 
are perhaps persons with special difficulties in finding the patterning of 
meanings in human responses. 

If schizophrenia can be induced by exposure to inconsistent signals, then 
“we should look for the reliability inconsistency of the environnent or of the 
family communication pattern, or for the low ability of the patient to dis- 
cover the pattern of unreliability (which normal people discover easily) or 


for low tolerance for inconsistency as a possible cause." 


71 


| 
i 
j 


CYRIL GREENLAND, Toronto, Ontario, Canada draws the attention of readers to the 
existence in Japan of a Japanese Gheel at the village of Iwakura, a unique in- 
stitution for the insane, which was reported in the Bulletin of the Ontario 


Hospitals for the Insane,Vole V, January 1912, pp. 10-18, by Frederick Peterson, 
MeDe, New York, NeYeo, UeSoAe 


"The third daughter of the Emperor Gosanjo in the eleventh century, developed 

Fo We in her eighteenth year. Word was brought to the imperial household 
that at Iwakura was a holy fountain, the water of which was healing to mental 
diseases and to disorders of the eyes. The emperor's daughter was taken there 
nearly 900 years ago and recovered and so brought fame to the temple and the 
well of Iwakura, as a result of which the insane were brought there in great 
numberse At first three small inns were constructed to receive then, then later 
tea houses and villas and cottages sprang up in which to care for the ever- 
increasing influx of patients. 

"In the year 1889 the village had 239 houses, with 1,579 inhabitants, and up 
to that year one or two patients were received into each family to share in the 
occupations of the household, which were chiefly out-of-door employments in 
fields, gardens and forests. 

"In 1889 the Japanese government, evidently under the impression gained from 
a study of the asylum systems of Burope and America, came to the conclusion that 
their colony system that had grown up so naturally was too far from our Western 
ideals, as exemplified in our colossal caravansaries for the insane, and so 
forbade the insane being any longer taken to the village of Iwakura. 

"The result of this opposition of the government has been to reduce at least 
temporarily the number of insane in the colony. It is altogether likely that 
as soon as the authorities learn that out of themselves they have developed 
through nearly a thousand years the best of all methods of caring for the in- 
sane, toward which the West itself is struggling with much difficulty, they will 
remove the proscription and restore Iwakura to its ancient rights and privileges 


under State organization and inspection. There is one retreat for about 90 
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patients at Iwakura built on European models under the care of physicians, to 
which excitable cases may be brought from the family homes in the neighbourhood." 

FRANCO FERRACUTI, Rome, Italy, informs us of a research project on "Criminal 
Homicide" that is being carried out under his direction at the University of 
Puerto Rico, Social Science Research Centre. 

"Sociolological, psychological, psychiatric and medical data are to be 
collected on a sample of offenders, and, when applicable, victims in a three- 
year period, April 1, 1959--March 31, 1962. Such offenses (our sampling unit 
would consist of offenses rather than offenders) would constitute two 16-month 
samples: the first sample would analyse all cases as they occur after October 
1, 1960 and until March 31, 1962; the second sample would use the cases already 
recorded by the Police Department in the 18-month periud preceding October l, 
1960 (to April 1, 1959). 

“Both samples are estimated to include about 175 offenses and 150 offenders 
each. Sociological data would be collected on all 350 offenses and 300 offend- 
ers. More detailed sociological, and the psychological, psychiatric and med- 
ical data would be collected on 50% of the offenders and/or victims (about 150). 

“Hypotheses drawn from the current literature would then be tested, using 
any of the above kinds of data, singly and in combination. The advantages of 
these procedures would be the possibility of an inter-disciplinary contribution 
as well as the examination of competing and often contradictory explanations. 
Apart from possible theoretical contributions, the proposed study would also 
carry implications for the prevention and control of murder, the correctional 
treatment of the offender, and the adequacy of current Police Department pro- 
cedures in dealing with this type of crime and in its prevention. 

"The collaboration of the Puerto Rico Police Superintendent and the Director 
of the Department of Corrections has been secured. The proposed research has 


been discussed with them in detail. Adequate cross information will be estab- 


73 


\ 
| 
| 


lished with comparable projects in foreign countries, in order to secure the 


largest possible amount of cross-cultural validation of our findings. 

"The project will last three years and, at present, the Associate Director, 
Dre S. WALLACE, is carrying out the preliminary phase of the research, to last 
a minimum of one year. Dr. M. WOLFGANG is consultant." 


(This research complements the article in this Newsletter on "Subculture of 
Violence: An Interpretative Analysis of Homicide" by WOLFGANG and FERRACUTI, 


pp. 61-63.) 

RAYMOND PRINCE has left for Nigeria (January 18, 1961) on a research project 
concerning the treatment of mental disorders by native practitioners. His re- 
search, which is carried out under the auspices of the Department of Psychiatry 
of McGill University, is subsidized by the Society for the Investigation of 
Human cology, Forest Hills, New York, U.S.A. He will spend two years in the 
field, beginning with a three-month period in cooperation with ALEXANDER 
LEIGHTON of Cornell University, Ithaca, New York, now conducting a survey of 
mental disorders in Nigeria. 

The Editors wish to draw the attention of the readers to the Mental Health Book 
Review Index, an undertaking sponsored by the World Federation for Mental Health, 
the International Council of Psychologists, American Foundation for Mental Hy- 
giene, and the Research Centre for Mental Health (New York University). ILSE 
BRY, New York, N.Y-, U.S.A., Chairman of its Editorial Committee, described it 


in an editorial for the A.M.A. Archives of General Psychiatry, June 1960, Vol. 2, 
ppe 701-706 


"To study ways of applying the librarian's scholarly function to the Be- 
havioural Sciences and Mental Health is one of the tasks we have set ourselves 
in the Mental Health Book Review Index. Thus over the past five years we have 
been trying to trace with bibliographic means how this sector of the scientific 
community is advancing its scientific organization, through conferences and 
symposia, newly founded academies and their proceedings, new multi-disciplinary 
societies and institutes, an array of similarly new or reoriented journals, and, 


perhaps most effectively under conditions of such diversity, through the creation 
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of a monographic literature with a network of cross-disciplinary evaluation. 

“If scholarly bibliography is to keep pace with this extensive and fast- 
moving frontier of contemporary knowledge, it will be necessary to search for 
an equally flexible bibliographic method. At this stage, it should unify a 
multi-disciplinary content and reveal new areas of concentration, without 
obliterating the still meaningful disciplinary origins. 

"The Mental Health Book Review Index is a step toward a need methodical 
inquiry. In this sense, it is offered as a service to the scientific commun- 


ity and to all who, from whatever point of view, share this interest." 


At the Third World Congress of Psychiatry, which will be held in Montreal, 


Canada, June 4-10, 1961, Dr. ALEXANDER LEIGHTON of New York has organized a 
panel on Transcultural Psychiatric Studies. Members of his panel will in- 
cludes: Dr. T.A. LAMBO of Nigeria, Dr. NATHAN S. KLINE of New York, and 
Professor TSUNG-YI LIN of Taiwan, Republic of China. 

A series of papers relating to this topic will be presented. Among them 
will bes "Trepanation of the Skull by Primitive Traditional Medicine Men with 
Particular Reference to Bast African Practice" by E. L. MARGETTS of Vancouver, 
B.C., Canada; "Cultural Environment and Psychiatric Clinical Pictures" by 5S. 
GAPATA of Lima, Peru; “Mental Disorders in the Korean Rural Communities" by 
P. 5. YOO of Seoul, Korea; "Depression and Hysteria in the Context of Two 
Non-Literate Societies" by S. PARKER of Philadelphia, Pa., U.S.A.3; “Exorcism 
or the Art of Curing by Suggestion in Ceylon" by I.A. SENANAYAKE of Colombo, 
Ceylon; "The Theory and Practice of Psychiatry in Haitian Voodoo” by A. KIEV 
of Baltimore, Md., U.S.A.3 and "A Cross-cultural Inquiry into the Symptom- 
atology of Schizophrenia" by H.B. MURPHY, E.D. WITTKOWER, J. FRIED and H.F. 
ELLENBERGER, Montreal, Canada. 

Information on hotel reservations, registration and travel may be obtained 


from: World Congress of Psychiatry, Allan Memorial Institute, 1025 Pine Avenue, 
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west, Montreal 2, Canada. 


Request for Cooperation. 


M. MARUYAMA requests comments, ideas and data concerning the above discussion on 
the "double-bind theory", pe 71, and also on other aspects of schizophrenia: 
"disqualification of self for fear of being disqualified by others; meta- 
communicational system of schizophrenics which is different from that of 
"normal" people, but which makes good sense if one is acquainted with it; ee 
er the inability to associate together some memory-accessible events, including 
identity, is a protective device; and how does a schizophrenic perceive such 
inability in other persons." All communications should be addressed directly 


to Dr. Maruyama (see List of Contributors on back cover for address). 


Changes of Address and Position. 


DR. SHOGO TERASHIMA, Fukuoka, Japan, a prominent cultural psychiatrist and former- 
ly a research associate at the Transcultural Section of Psychiatry at McGill 
University, informs us that he has been appointed Chief Psychiatrist in the 
Division of Social Mental Health, Osaka Institute of Mental Health, which has 
been newly established and which will be opened this August. Before starting 

his new appointment, he plans to visit the United States and Canada to inves- 
tigate relevant activities in public mental health institutions. The main con- 
cern is in studying activity programmes, methods of education, current research 
projects, cooperation among various mental health organizations, etc. 


DR.e LOUIS MARS, formerly at the University of Haiti, Port-au-Prince, Haiti, has 
been appointed Ambassador of Haiti to Paris, France. 


PROFESSOR JOHN P. GILLIN, a member of the Newsletter Advisory Board and formerly 
Professor, Dept. of Anthropology, Institute for Research in Social Science, U. 
of North Carolina, Chapel Hill, N.C., U.S.A. has been appointed Dean of the 
Division of Social Sciences at the University of Pittsburgh, Pittsburgh 13, Pa., 


DR. WILLIAM CAUDILL, formerly with the Department of Social Science at McLean 
Hospital, Belmont, Mass., U.S.A. and Lecturer on Social Anthropology, Harvard U., 
Cambridge 38, Mass., U.S.A. is now with the Laboratory of Socio-environmental 
Studies, National Institute of Mental Health, Department of Health, Education 
and Welfare, Bethesda 14, Md., U.S.A. 


PROFESSOR MOSES BURG, Tokyo, Japan, has been placed in charge as Chief Psycho- 
therapist of a highly advanced programme of psychotherapy, emphasizing schizo- 
phrenia, being developed at the Psychiatric Division, Konodai National Govern- 
mental Hospital, Konodai, Ichikawa-shi, Chiba-ken, Japan. 
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DR. E. GARTLY JACO, formerly Associate Professor and Director of the Division 
of Medical Sociology, University of Texas Medical Branch, Galveston, Texas, 

U.S.Ae, is now the Director of the Laboratory of Socio-Environmental Research, 
Cleveland Psychiatric Institute, 1708 Aiken Avenue, Cleveland 9, Ohio, U.S.A. 


DR. BDWARD L. MARGETTS, formerly Psychiatrist-in-Charge of the Mathari Mental 
Hospital, Nairobi, Kenya, is now on the Faculty of Medicine at the University 
of British Columbia, Department of Psychiatry, 10th Avenue & Heather St., 
Vancouver 9, B.C.; Canada. 


DR. CHARLOTTE G. BABGOCK, formerly Professor of Psychiatry at the University of 
Pittsburgh, Pittsburgh, Penna., U.S.A., is now with the Western Psychiatric 
Institute and Clinic, 3811 O'Hara Street, in Pittsburgh. 


DR. ALEXANDER M. RAPOPORT, whose address was not known at the time of publi- 
cation of his abstract in Newsletter No. 8, has since been contacted person- 
ally. He is with the Institute of Psychiatry, Academy of Medical Sciences of 
the U.S.S.R., Zagorodnoie Chausee 2, Moscow, U.S.S.R. 


IV. AC K NT S5 


The Editors gratefully acknowledge the receipt of the following books, pamph- 
lets and articles. As much of the material as possible will be reported in 
subsequent Newsletters. Meanwhile, this list is being made available so that 
readers may make use of these references (which are grouped according to the 
country from which the correspondent wrote, not according to the country of 
publication). 


Austria. H. LENZ, “Einftihrung in die Problematik der Diagnose und der Therapie 
der Depressionen." Wiener klinische Wochenschrift (Vienna), Vol. 72, 1960, 
Ppe 217-222. 


Brazil. Arquivos de Neuro-Psiquiatria. (Ed.: Oswaldo Lange). Vol. 18: Noo 2, 
June 1960; No. 3, Sept. 1960; No. 4, Dec. 1960. (S&o Paulo) 


Canada. E. LLEWELLYN-THOMAS, "The Prevalence of Psychiatric Symptoms within an 
Island Fishing Village." Canad. Med. Assoce Je, 83, July 30, 1960, pp. 197-204. 
// J.Se WILLIS, “Mental Health in the Northe" Med. Services J., Vole XVI, No. 
8, Sept. 1960, pp. 689-720. 


Cuba. Revista Archivos de Neurologia y Psiguiatria. (Directors José A. Busta- 
mante), Vole 10s No. 2, April-June 1960; No. 3, July-Sept. 1960 (Havana). 


Ecuador. Archivos de Criminologia Neuro-Psiquiatrfa y Disciplinas Conexas. 


(Directors Julio Endara), 2a. Epoca, Vol. VIII: No. 30, April-June 1960; 
No. 31, July-Sept. 1960; No. 32, Oct-Dec. 1960. (Quito) 
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England. M.eSHBPHERD, "The Epidemiology of Neurosis." Intern. J. of Soc. Psychiat. 
Vol. V, No. 4, Spring 1960. a 


Israel. F. DREYFUSS, "Coagulation Time of the Blood, Level of Blood Eosinophils 
and Thrombocytes Under Emotional Stress." J. of Psychosom. Res., Vol. ly, 1956, 
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REVIEW AND NEWSLETTER 


Transcultural Research in Mental Health Problems 


The Review was originated by staff members of McGill 
University to provide a useful channel of communication for psy- 
chiatrists and social scientists in different parts of the world who are 
concerned with the relationship between culture and mental health. Its 
purpose is to help co-ordinate scientific effort by pooling information 
about on-going research and to introduce the work and programmes of 
persons engaged in this particular area of mental health research to 
those in other countries. 


This Review does not duplicate the function of standard 
scientific journals. Rather, it offers an informa] medium through which 
ideas may be exchanged while programmes are still tentative or in their 
on-going stages. It brings to readers data from persons in out-of-the- 
way places who would otherwise not report their highly interesting and 
important observations. And further, the Review carries a certain 
amount of pertinent material gathered from those foreign periodicals 
which are not readily accessible to most people in the field. 


The present issue is the tenth since the Newsletter was first 
launched in May, 1956. While the volume of information received 
may alter the number of issues in any one year, it is presently 
estimated that about two reviews a year will serve reasonably well 
the purpose for which the publication has been designed. 


The Review and Newsletter now has correspondents in 70 
countries representing every continent. It reaches over 800 persons, 
many of whom are engaged in active research programmes. 
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